DOCUMENT RESUME 



ED 307 488 



CE 052 615 



AUTHOR 
TITLE 



INSTITUTION 
SPONS AGENCY 

PUB DATE 
CONTRACT 
NOTE 
PUB TYPE 

EDRS PRICE 
DESCRIPTORS 



Clark, Hari; And Others 

Technical Health Training Manual. Volume 2. Training 

for Development. Peace Corps Information Collection & 

Exchange Training Manual No. T-35a. 

CHP International, Inc., oak Park, IL. 

Peace Corps, Washington, DC. Information Collection 

ana Exchange Div. 

Mar 85 

PC-284-1011 

377p.; For volume 1, see CE 052 614. 

Guides - Classroom Use - Guides (For Teachers) (052) 

MF01/PC16 Plus Postage. 

Adult Education; *Allied Health Occupations 
Education; Behavioral Objectives; Breastfeeding; 
"Communicable Diseases; Community Cooperation; 
Community Involvement; Delivery Systems; Developing 
Nations; Disease Control; Foreign Countries; *Health 
Education; Health Needs; Learning Activities; 
Learning Modules; Medical Services; Nursing 
Education; "Nutrition; Obstetrics; Pediatrics; 
"Pregnancy; Volunteers; "Volunteer Training 



ABSTRACT 

This manual is designed as a resource for trainers 
who provide preservice training, either in-country or state-side, to 
health specialists and gcneralists assigned to health projects at the 
community and clinical levels. The training is intended to assist the 
volunteer in developing knowledge and skill in the areas of primary 
health care and the complementary skills, knowledge, and attitudes 
necessary to work cooperatively with others. This volume contains the 
final three modules. Each module begins with a set of behavioral 
objectives and contains a sequence of sessions that address the 
specific context area. Each session follows this format: total time, 
overview, objectives, list of resources, a list of required 
materials, and procedures (a series of steps to follow to meet the 
objectives) with accompanying trainer notes. Handouts for trainees 
and trainer attachments (trainer resources) follow most sessions. 
Module titles (and representative session titles) are nutrition 
(recognizing malnutrition, breastfeeding and weaning, preventing 
malnutrition) ; maternal and child health (pregnancy and prenatal 
care, high risk pregnancy, well baby care); and diseases in the 
developing world (recognition of immunizable diseases, transmission 
of immunizable diseases, disease prevention and control, dehydration 
assessment, rehydration therapy, treatment and prevention of endemic 
diseases). A 134-item bibliography is attached. (YLB) 



" Reproductions supplied by EDRS are the best that can be made 
* from the original document. 




us. DEPARTMENT OF EDUCATION 

OHiceol-Educawnal Research and Impiovemeni 

EOU^TIONAL RESOURCES INFORMATION 

/ CENTER (ERIC) 

!r This document has been reproduced as 

received (rem ihe person or organisation 

originating it 

D Minor changes have been made to improve 
reproduction Quality 

• Points of view or opinionsstated in this docu- 
ment do not necessarily represent ollicial 
OERI posit-on 0' policy 



INFORMATION GOLLEGiTION & EXCHANGE 
fKAml^3a MANUAL NO, T-35a 



_a-r)-r ^JESLaOPXAVAMBU 



INFOPMmON OOLLfXTTICN 6 EXCHANGE 



Peace Oorps' Infornation Oollection & Exchange (ICE) was 
established so that the strategies and technologies devel- 
oped by Peace Corps Vslunteexs, their oo-vrorkers, and their 
counterparts could be irade available to the wide range of 
development organizations and individual workers vte mic^t 
find than useful. Traixung guides, curricula, lesson plans, 
project rqports, manuals and other Peace Cbrps-generated 
itaterials develc^jed in the field are collected and reviewed. 
Sore are reprinted "as is"; others provide a source of field 
based infornation for the prodtx±ion of nanuals or for re- 
search in particular program areas. NSaterials that you sub- 
mit to the Information Oollection & Exchange thus becate 
part of the Peace Ooxps- larger contribution to development. 

Information about ICE publications and services is available 
throu^: 



Peace Corps 

Information Collection & Exchange 
Office of Program Development 
806 Connecticut Avenue, N.W. 
Washington, D.C. 20526 



Add your experience to the ICE Hesource Center. Send ma- 
terials that you've prepared so that we can share them 
with others working in the developiTEnt field. Your tech- 
nical insists serve sis the basis for the generation of 
ICE manuals, r^rints and resource packets, and also 
ensiare that ICE is providing the most updated, innovative 
problem-solving techniques amd infornation avail.able to 
you and your fellow developnent voricers. 





3 



TECHNICAL HEALTH TRAINING MANUAL 
Volume II 



Prepared for Peace Corps by: 

CHP INTERNATIONAL 

Mari Clark 
Mary Harvey 
Kathleen West 
Marsha Wilburn 



Oak Park, Illinois 
March, 1985 



Printed By: 
PEACE CORPS 
Information Collection and Exchange 
May 1985 

BEST COPY AVAILABLE 

4 



TABLE OF CONTENTS 
Volume ii 



MODULE 5 NUTRITION 



Behavioral Objectives 519 

Session 28 Foods And Nutrition 521 

Handouts: 

28A Three Food Groups 531 

28B CompI Imentery Vegetable Proteins 533 

Session 29 Recognizing Malnutrition 535 
Handouts: 

29A How Do You Measure Malnutrition? 545 

29B Road To Health Chart 555 

290 Anthropometric Measures Recording Sheet 557 

Trainer Attachments: 

29A Kwashiorkor 559 

29B Marasmus 563 

29C Detecting Anemia And Vitamin A Deficiency 567 

290 Comparison Of Anthropometric Measures 569 

29E Guidelines For Interpreting Nutrition 571 

Survel I lance Data 

29F Examples Of Information To Be Recorded 573 

On A Growth Chart 

Session 30 Breastfeeding And Weaning 577 
Handouts: 

30A Local Practices Regarding Infant Feeding 585 

30B Questions And Answers About Weaning 587 

30C 6u I del I nes For Weaning 591 

300 Methods And Food Sources To Improve Weaning Foods 593 

Trainer Attachments: 

30A Story Of A Bottle-Fed Child 595 

30B Breastfeeding And Bottle Feeding: 597 

Advantages And Disadvantages 

30C The Story of Mays 599 

300 Sample Problems in Infant Feeding 601 



f 

-i- 



5 



Table of Contents, Vol, 2 
Page 2 



Session 31 Preventing Malnutrition 



MODULE 6 MATERNAL AND CHILD HEALTH 

Behavioral Objectives 

Session 32 Normal Pregnancy And Prenatal Care 



Session 33 High Risk Pregnancy 



Session 34 Well Baby Care 
Trainer Attachments: 



602 



Trainer Attachments: 
31 A Story of Al I 

318 Case Studies 59? 



611 



613 

615 



Trainer Attachments: 

32A Role Play on Pregnancy g2i 

32B The Normal Progression of Pregnancy Toi 

32C Prenatal Counselling f„ 

320 Normal Delivery HI 

32E Five Essential Steps To Follow During rai 
The Baby's Birth 



643 



Trainer Attachments: 
33A Examples of Traditional Practices And tiAo 

Beliefs Related To Pregnancy 
33B Causes of High Risk Pregnancy gs, 
330 Danger Signs During Pregnancy 
330 Role Play 

33E Complications During Labor And Del Iverv Ifii 
33F Critical Incident 



669 
671 



34 A items To Observe And Ask Family Members ^70 

34B The Norma! Newborn ^o, 

340 Normal Variations Tzl 

340 Recognition Of The HIgh-RIsk Neonate 

34E Care Of The Newborn 

34F Stages in Child Development HI 

346 Making Games For Children ggg 



-ii- 



Table of Contents, Vol. 2 
Page 3 



Session 35 Healthier Families Through Child Spacing 701 
Handouts: 

35B Methods Of Contraception 709 

Trainer Attachments: 

35A Child Spacing For Maternal And Child Health 717 

35B A Ch 1 1 d Spac I ng Story 7 1 9 

35C The Menstrual Cycie 725 

35D Deal I ng With Rumors About Contraception 729 

35E The Male Responsib II I+y Program 737 

MODULE 7 DISEASES IN THE DEVELOPING WORLD 

Behavioral Objectives 741 

Session 36 Recognition Of Immunlzable Diseases 743 
Handouts: 

36A Common Childhood Diseases 749 

36B Answers To Childhood Diseases Chart 751 

36C Case Studies 759 

Trainer Attachments: 

36A Trainers Glossary 761 

368 Case Studies Answer Sheet 765 

Session 37 Transmission Of Immunlzable Diseases 769 

Session 38 Preventing And Controlling The Spread Of Disease 773 

Trainer Attachment: 

38A Levels Of Prevention 777 

Session 39 Dehydration Assessment 781 
Handouts: 

39A Introduction To Treatment Of Diarrhea 789 

39B Assessing Children With Diarrhea 795 

39C WHO Diarrhea Treatment Chart 799 

39D Diarrhea And Dehydration Case Assessments 803 

Trainer Attachments: 

398 Guidelines For Presentation Of WHO Treatment 807 

Treatment Cha'-t 

39C Case Studies For The Treatment of Diarrhea 811 



7 

-iii- 



Table of Contents, Vol, 2 
Page 4 



Session 40 Rehydration Therapy 
Handout: 

40A ORT Preparation Worksheet 825 

Trainer Attachments: 
40A Materials And Equipment Needed For Two 827 

Oral Rehydration Therapy Stations 
40B Explanation And Overview Of Types Of aog 

Rehydration Solutions 
40C Using Models To Demonstrate Diarrheal Dehydration 837 
40D Five Steps Of Diarrhea And Its Management 839 



Trainer Attachments: 
41 A Treatment Schedule For Malaria 
41 B Problem Story 



Trainer Attachments: 
42A Co 1 1 ect I ng, Stor Ing and Us I ng Water 
428 How To Protect A Spring 
42C How To Build A Latrine 
42D Taking Care Of Your Latrine 
42E How To Make A Rubbish Pit And 

How To Make A Compost Pit 
42F Gulldellnes For Safe Food 
426 Role Play Instructions 



BIBLIOGRAPHY 



8 . 

-IV- 



841 



Session 41 Treatment, Prevention And Control Of Selected 
Endemic Diseases 

Handouts: 

41 A Background Information On Malaria 847 

41B Background Information On Onchocerciasis 851 

41C Background Information On Dracuncul las Is 857 

41D Background Information On Schistosomiasis 859 



867 
869 



Session 42 Improving Health Through Safe Water And 871 
A Cleaner Community 



Handouts: 
42A Sanitary Survey Form 

42B Sanitation, Water Quality And The Spread Of Disease 883 
42C Methods Of Improving Environmental Health 887 
Conditions 



879 



893 
899 
901 
905 
907 

909 
911 



913 



Module 5 
NHtrltlPn 



Behavioral Objectives 
By the end of this module, participants will be able to: 



1. Describe the nutritional content of local foods In terms of 
"energy foods", "body building foods", and "protective foods" 
and demonstrate how to combine examples from each group to 
complement proteins and provide a balanced diet acceptable to 
the local culture. 



2. Prepare one nutritionally sound meal using only locally 
available foods, utenclls, cooking equipment and fuel. The 
meal will be based on local traditional recipes. 



3, Identify nutritionally at-risk infants and children and 
detect signs and symptoms of mainour ishment and specific 
nutritional deficiencies when shown pictures, slides, or 
actual children in acilnlc. 



4. Given a health history of at least one child, demonstrate the 
ability to use and interpret the Road to Health Growth Chart 
and anthropometric measurements according to procedures 
outlined by the trainer. 



5, State breastfeeding and food requirements of a 4 month, 6 
month, 9 month, and 1 year-old baby according to weaning 
guldellnos presented In Session 30. 



6. Prepare at least one multlmix weaning food which contains a 
staple, a legume, and a protein and Is made from foods 
available In the local market. 



7. Define causal chain and causal web and list three factors for 
each In relation to malnutrition. 



8. Describe the purpose of the nutrition rehabilitation centers 
In the host country and give examples of four kinds of health 
education activities that are carried out In these centers. 
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Session 28 
FOODS AND NUTRITION 



TOTAL TIME 1-2 hours for market visit 

2 hours for classrcora activities 

2 hours for preparing traditional meal 



OVERVIEW A very basic and logical place to begin learning 

about nutrition In the developing world Is the 
relationship among food, diet, and nutritional 
status. Here, participants visit a market place 
and purchase available foods, espnctally the 
most traditional In the local diet. 

Back at the training site they categorize the 
foods Into three food groups, according to their 
primary nutrient content. Through an exami- 
nation of the cost, availability, cultural 
preference and nutritional content of the foods, 
participants recognize some of the effects of 
dietary practices on families In the community. 

To gain further Insight Into the traditional 
diet, and valuable skill In food preparation 
participants cook and eat a traditional meal at 
the end of the session. 



OBJECTIVES • To ascertain the local name, cost, availability, 
nutritional content, and dietary use of foods 
purchased In the local market. 
(Steps 2-4) 

• To describe the three maiti food groups In terms 
of local foods belonging to each group, the 
nutrients they offer, and the functions those 
nutrients serve In the body, 

(Steps 4, 5) 

• To examine the potential Impact of the local 
diet on the community. 

(Steps 6, 7) 

• To prepare one nutritionally sound meal using 
local foods and discuss additional ways of 
combining available foods to create nutritious, 
affordable and culturally acceptable meals. 
(Step 8) 



I 
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RESOURCES ~ HelDlno Health Workflr.; Imm, Chapter 25, 
pp. 39-44. 
- Diet for a Small PlngAf 

Handouts: 

- 28A Three Food Groups 

- 28B Complimentary Vegetable Proteins 

- 28C Vocabulary list of local foods and 

cooking terras (to be developed by 
the Trainer). 

- 26D Recipes for Traditional Meals (to be 

developed by the Trainer), 

MATERIALS Newsprint and markers; money to distribute to 

participants for food purchases; flannel board 
and figures or other visual aid materials for 
demonstrating how to teach the three food 
groups (Step 7); cooking area with local 
equipment, utensils, and fuel for meal 
preparation. 



TRAINER NOTE 

While all of the activities In this session are Important and 
pract cal for future, PCV's, they can be modified to suit different 
tra nIng situations and schedules. For example, the market visit 
^^J^duled one to two days prior to the classroom 
activities. The meal preparation can be scheduled for noontime, or 
the fol lowing day. * 

If possible, coordinate the visit, discussion and meal preparation 
with language training. Language Instructors as well as other host 
country staff (e,g., cooks and secretaries) can help develop the 
vocabulary lists and recipes, ae-ompany participants to the market, 
and provide assistance In the "kli'chen". 

For Step 6, ask a participant to prepare a short explanation and 
demonstration of complementary proteins. Diet for « Small Plan»t , 
by Francis M. Lappe, . Is a good reference for this Information 
concept. 

In addition to developing Handouts 28C and 28D (see "Resources") 
be sure to also adapt the attached handouts so that they focus on 
local food Items. 



Continued 
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To organize the meal preparation, you will need to plan a menu 
ahead of time based on the traditional recipes and make a 1 1st of 
all foods and other Items required. Divide the Items on the list 
among participants and tell the groups to purchase these (among 
other Items) during their market visit. 

For additional Information and training training Ideas on foods and 
nutrition read Session 4 of the Persona} Health Training Manual 
(Peace (k>rps). 

A flna'i note on this session: If participants are assigned to a 
health program which Includes a heavy focus on nutrition, HCH, food 
preparation, and/ or working with women's groups, then al I of the 
activities proposed here are essential . Volunteers In nutrition- 
related programs need practice to feel comfortable and capable In 
the market place and In the kitchen. 



Step 1 Introducing the Science of Nutrition 

(10 mln) 

Introduce the session with some brief remarks 
around the following points: 

- Nutrition Is the science of food and how your 
body uses It. 

- Food Is made up of certain chemical substances 
that work together and Interact with body 
chemicals to serve the needs of the body. (Ask 
participants to name the six classes of 
nutrients - proteins, carbohydrates, fats, 
vitamins, minerals, water - and list these on 
newsprint.) 

*• The nutrients needed by healthy Individuals 
are usually available In foods though no 
natural food, by Itself, has all the nutrients 
needed for adequate grcwth and good health. 

-Food Is culturally defined and selection Is 
usually Influenced by social and culturs-! 
factors (for example. Insects and dogs are 
considered food sources In many countries, but 
not In the U.S.). 

- During this session we are going to look at 
some basic nutrition concepts and how we can 
make the most of locally available foods to 
ensure proper nutrition. 



12 
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? . Assigning Tasks for the Market Visit 
(10 mln) 



Explain to participants that they wl 1 1 visit the 
local market for ti. ext one to two hours during 
whicn time they will talk to the vendors, examine 
the various categories and kinds of available 
foods, and purchase several food Items to brina 
back to the training site. 

Ask participants to divide Into pairs or triads 
for the visit. If local language capab II Ity Is 
required, divide the group so that a participant 
with strong language skills Is In each triad or 
ask host country staff members (e.g. language 
InstrucTors) to accompany the group during the 
vis 

Give participants money for purchasing their food 
Items 4ind assign each triad one to three specific 
traditional foods to purchase for cooking later In 
the session. Explain that they should find and 
buy these commonly used foods as we 1 1 as other 
foods they see during the foray. (Refer to 
Trainer Note at the beginning of the session). 
For each food Item purchased they should: 

- learn and record the local name. 

- record the cost, availability, and how It Is 

sold (by weight, volume, etc.). V 

- try to ascertain how and when It Is prepared 
and used In the local diet. 

Ask participants If they have any questions or 
other points they would I Ike to add to the task 
assignment. Tell the group when they should be 
back at the training site. 



TRAINER NOTE 

If host country staff go with the groups to the market, explain to 
them beforehand that the participants should do as much of the 
talking and purchasing as possible. The staff member serves only as 
a resource jici a guide. ^ 
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Step 3 The Market Visit 

(1-2 hours) 

Have participants visit the market and complete 
the task. 

As each triad returns, ask them to sit together 
and be prepared to present their purchases to the 
large group. 



Step 4 Identifying and Categorizing Local Foods 

(30 mln) 

When all the participants are reconvened, ask a 
spokesperson from each group to take 4 minutes to 
share Impressions of the marketplace and summarize 
the experience and Interacting with the people who 
work there. 

Afterwards, explain to the group that they are 
going to take the foods they purchased In the 
market and categorize them Into three groups. 
Point out the three sheets of newsprint (see 
Trainer Note below), each one labeled with the 
name of a food group. Demonstrate which foods 
belong In which group by selecting from the 
assortment one or two examples of an energy food, 
a bodybuilding food, and a protective food. 

Explain to the group that as each triad reports on 
their purchases they should place each of their 
foods on the newsprint In the appropriate group. 
For their reports, ask participants to give the 
following Information. 

- the local name of the food. 

- the cost, availability and how lt*s sold. 

- what lt»s used for, how It»s cooked, and any 
other relevant data. 

As the group presents their foods, write the 
English name and local name on the board and ask 
participants to write down the Information In 
their noteboc^s for future reference. Also ask 
the participants If any of the foods appear 
misplaced and If so, to say why and move It to the 
appropriate group. 
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TRAINER NOTE 

For Steps 4 and 5, you should select the systeaj of food catego- 
rization used In the host country and/or recommended by the 
Ministry of Health, Be sure you know how local foods are 
categorized within It. Handout 28A suggests the categories of 
"energy foods", "body-buIldlng foods", and "protective foods", but 
other categorizations, which for example, separate the staple from 
the other energy foods are also acceptable. Do not use schemes 
with more than four food groups as these get confusing. Whichever 
system you choose, be certain It is based In nutritional science. 

Before the participants raturn from their market visit, label three 
sheets of newsprint with the names of the three food groups. Spread 
these out on the floor and arrange the participants chairs In a 
circle around them. 



Step 5 Analyzing the Three Food Groups 

(15 mln) 

Ask participants to look over the three groups of 
food In the middle of the room and consider any 
experience they've had eating the traditional 
diet. Ck)nduct a discussion around the following 
questions: 

- What do each of the food groups do for the 
body? 

- What is meant by a "balanced diet" both In 
terms of type and quantity of food? 

- What foods In each of the areas on the floor 
are more nutritious than others In their 
same group? How can you tell? 

- Is each group well represented In the local 
diet? (If some type of food was purchased 
by nearly everyone, discuss why this was 
so. if some type of food Is notably 
missing from their purchases, discuss why 
this might be so.) 

- What conclusions can be drawn from 
seasonality and cost of foods as they relate 
to the three food groups and nutritional 
status? 



Trainer Note 

If any type of foods happen to be wilting, or beginning to spoil, 
discuss the problems with storage that people may have due to lack 
of refrigeration, market facilities, food transport and 
distribution, etc. 



BREAK 10 MINUTES 
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Step 6 OeiDonstra'tIng Traditional Meals and Ccfflpler^ntary 

(20 ntn) Proteins 

Based on their experience eating traditional meals 
during their stay In the country ask several 
members of the group to demonstrate how some of 
the foods In the room are combined to form 
traditional meals. If possible, have a host 
country staff member present to ccxnment on the 
participants combinations, show other traditional 
meals, and demonstrate a typical dally diet. 

Have the group analyze the meals for: 

- variety (all three food groups) 

- ''dequate mixture of food groups (ail three 
groups represented In sufficiently nutritious 
amounts). 

Ask the pre-selected participant to give the short 
lecturette on complementary proteins using the 
same traditional foods to 1 1 i ustrate the concept 
and show examples of how the culture either 
already uses complementary combinations or could 
make some adjustments to enhance the nutrient 
value of the meal. 

Distribute Handout 28A (Three Main Food Groups), 
Handout 28B (Ckwiplementary Vegetable Proteins), 
and Handout 28C (Vocubulary List of Local Foods 
and Cooking Terms) as reference material for 
participants. 



TRAINER NOTE 

Most diets In the developing world are based on complementary 
proteins, often times grain-legume combinations. Be sure the group 
understands how this theory may already be practiced In the host 
culture. 

During discussion make the point that graln-iegume combinations are 
usually significantly cheaper sources of protein than meats, 
poultry, and animal products. Demonstrate to the group how to 
combine grains and legumes In sufficient proportions to get the 
optimal protein. 
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Step 7 Relating the Traditional Diet ard Nutrition 

(25 mln) 

After the demonstrations end discussion on 
traditional food combinations and complementary 
proteins, help the group draw some conclusions and 
apply what they have learned about the relation- 
ship between the local diet and the nutritional 
status of the community. Ask participants to 
address these questions: 

- Why do you think these food Items constitute 
the traditional meal? Is It because of their 
availability, cost or habit? 

- hhat are your general Impressions about the 
local diet? What might be some positive and 
negative aspects of the diet? 

- From what you have learned about the nutritive 
value of the traditional meal, what could make 
It more nutritious using foods that are 
available and affordable. How could you find 
out If these suggestions are culturally 
acceptable. 

- How often will you prepare a meal of this 
sort? Why? Why not? 

-What are some possible health edu<>^tIon 
messages for the local community regarding 
balanced diets and nutrlent-rlch foods? 



Trainer Note 

If time allows, briefly demonstrate the use of a flannelboard (or 
other visual aides) for teaching about food groups and balanced 
meals to mothers and children. See Chapter 25, pages 39-44, of 
tielDlno Health Workf.rfi I ^^rn for Ideas. 



Step 8 Preparing a Traditional Meal 

(2 hours) 

End the session by having the group prepare and 
eet a meal using the foods they purchased In the 
market. Distribute Handout 28D (Recipes for 
Traditional Meals) and ask participants to decide 
which of the dishes they want to try. Have them 
make their selections, divide Into small work 
groups and begin the food preparation. 
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As the activity precedes, ask participants to 
circulate around the cooking area to observe the 
other dishes being prepared. When appropriate, 
call the group together to demonstrate or explain 
aspects of cooking and food processing which may 
be new and foreign to the group. 

When the dishes are ready to eat, call In any 
Invited guests and ask someone In the group to 
demonstrate local serving and eating protocal and 
procedures. During the meal ask participants to 
Informally describe their dUhes to Interested 
guests. At the end, have the group clean-up the 
cooking area. 



TRAINER NOTE 

This type of activity not only provides a pleasant change of pace 
In the training program. It also enable participants to acquire 
skills which will later help them gain credibility with the women 
In their communities. 

Ideally, the cooking site and entire cooking process should 
simulate the local way of doing things. Activities would Include 
using only available 'jtenslls, and containers, peeling, cutting and 
chopping using local methods, preparing and managing a fire, 
testing for taste and doneness as local women would do. 

If the group makes several different kinds of dishes, discuss each 
one In terms of 1) when It Is usually eaten during the day or week, 
2) If It Is eaten alone or with some other food, and 3) its 
relative cost. Be sure the group understands which food(s) 
comprise the everyday traditional diet of the poorer members of the 
community. 

Ask host country staff members to assist you as "resource cocks" 
during the preparation. Above all, try to keep the climate relaxed 
and fun. 

If possible. Invite other trainees, training staff. Peace Corp 
staff and/or local agency representatives to be guests at the meal. 
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THREE MAIN FOOD GROUPS 

group 1 8 Body BuMdlny (Protein) FooHs 

This group contains foods which provide a high percentage of 
protein. Important In building , maintaining, and repairing 
body tissue^ Although there are different types of 
proteins, all are nade up of asal I molecules cal led amino 
acids. It Is these Individual amino acids which are 
required by the body. This group Includes: beef, lamb, 
chicken, fish, eggs, nllk, cheese, peanuts, soybeans, black 
eyed and other beans, peas, legunes, crabs, snail, an^ 
shrimp. 



SrPUP \\t Energy (Carbohydrate) Foorig 

This group provides calories to the body through the 
consumption of foods which contain either high amounts of 
carbohydrates and/or fats. Carbohydrates make up the chief 
source of energy for the body, and are the least expensive 
form of energy-providing food. Fats are Important because 
of their high energy potential and their role In absorbing 
certain vitamins. Fats also help to make foods tastlor and 
provide a feeling of fullness. Some of the coemon food 
Iteas found In this group are: bread, plalntain, corn, 
rice, sorghum, nil let, cassava, yams, butter, coconut, palm 
oil, sesame seed oil, peanut oil. 



Group llh Protective (Vltaala/Hln eral ) Foods 

These foods, while not being very high In proteins, 
carbohydrates or fats, do provide Important quantities of 
vitamins and minerals needed to protect the body against 
malfunctioning and to help ensure proper metabolism. 
Vitamins and minerals (such as calcium, phosphorous) are 
iR^KHTtant elmsents In maintaining resistance against 
Illness. Since vitamins are of ten lost during cooking care 
should be taken to not overcook vegetables. Protective 
foods consist mainly of fruits and vegetables. Including: 
mango, orange, papaya, tomato, onion, sweet peppers, carrot, 
eggplant, grapefruit, cabbage, avocado, pineapple, cucumber, 
ckra, spinach and other green leafy vegetables. 
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(XmEMEMTARY VEGETABLE PROTEINS 

Proteins come In many forms; some more useable by the body than 
others. Animal products, such as meat, eggs and milk provide 
exactly the components we need In the right amounts. Cereals, 
legumes, seeds and nuts are vegetable proteins and when 
appropriately combined, offer the same proportion of needed 
components. Therefore mixing specific vegetable proteins Is 
necessary to obtain adequate levels of protein. The following 
mix.'-ures of proteins are complementary; meaning that combined, 
they provide an adequate measure of protein,* 



1. GRAINS LEGUMES 

2. GRAINS ANIMAL PRODUCTS 

3. SEEDS AW) LEGUMES 

*lt should be noted that these combinations must be consumed 
together in the same meal to ensure adequate protein Intake. 



Examples: 

millet 
rice 
corn 
wheat 
semol Ina 



i£EDS 
Examples: 

sesame seed 
sunflower seed 



ANIMAL PRODUCTS 
Examples: 

fish 

eggs 

milk 

ch tcken 

beef 

lamb 

pork 

cheese 



Examples: 

groundnut 
chick pea 
lentils 
cow pea 
black bean 
kidney beans 
soybeans 



Dark green leaves are another source of vegetable proteins and 
their use should be encouraged. 



(Adapted from: Lappe*, Diet for a Small Planet) 
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RECOGNIZING MALNUTRITON 



TOTAL TIME 4 hours 

OVERVIEW Malnutrition can be defined as that state of 

nutrition of the body caused by a diet- that Is 
either Inadequate, Imbalanced or Is not effec- 
tively utilized by the body. Many diseases and 
deaths which appear to be from Infections are 
actually preconditioned by malnutrition. To 
prevent severe malnutrition, early recognition 
of the symptoms of Its mild forms and "at risk" 
children Is Important. 

In this session, participants use pictures or 
slides to Identify "symptoms" of malnutrition 
as well as the social Indicators of "at risk" 
chl Idren. 

Later the group discusses growth measurement as 
a way of assessing children's nutritional 
status. Participants practice weighing and 
measuring children and using and Interpreting 
growth charts. 



OBJECTIVES • To recognize the signs and symptoms of 
malnourished and nutritionally deficient 
chl Idren. 
(Step 1) 

• To use and Interpret thu Road to Health Chart. 
(Steps 4, 5) 

• To use and Interpret anthropometric measures 
for Identification of "at risk" children. 
(Steps 6, 7) 



RESOURCES - Pediatric Priorities In the nflvfii ppinn WnrM 
(Chapter 9^. 

- Nutrition for Developing Coimtrtftf; (Chapter 2) 
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Handouts J 

- 29A How do you Measure Malnutrition? 

- 29D Road to Health Chart 

- 29C Making and Interpreting a Growth 

Chart (to be developed by trainer) 

- 290 Anthropometric Measures Recording 

Sheet 

Trainers Attachments: 

- 29 A Kwashiorkor 

- 29B Marasmus 

- 29C Dectecting Anemia snd Vitamin A 

Deficiency 

- 29D Comparison of Anthropometric Measures 

- 29E Guidelines for Interpreting Nutrition 

Surveillance Data 

- 29F Examples of Information to be Recorded 

on a Growth Chart 



MATERIALS Slides or pictures of malnourished children, 

slide projector, newprint, markers. 



PROCEDURE 



Trainer Note 

Before the session make a point of reviewing all the Trainer 
Attachments, particularly for the preparation of the presentation 
In Step 1. Also, learn as much as possible about the prevalent 
nutritional deficiencies In your country and be prepared to discuss 
them thoroughly In this first step. Make sure the si I de show or 
visual aids you have prepared for Step 1 allows participants the 
opportunity to see and Identify specific signs on(! symptoms of 
various kinds and stages of malnutrition and nutritional 
deficiencies that are common In your country. 



Step 1 Recognizing Malnutrition 

(30 mln) 

Using pictures or slides, ask the participants to 
Identify and discuss the clinical signs of the 
various forms of malnutrition and name them If 
they can. 
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Conclude this step by stating that while the group 
has Just reviewed pictures that represent various 
signs of severe malnutrition, the primary focus of 
the session Is to provide participants with the 
necessary skills and knowledge to Identify 
children at risk of developing severe forms of 
malnutrition. 



Trainer Note 

Four of the most prevelant forms of malnutrition and nutritional 
deficiencies of which you should obtain slides or pictures of are 
Kwashiorkor, Maramus, Anemia and Vitamin A deficiency^ 

Trainer Attachments 29A-C have been provided for your reference and 
as aids during the participants* discussion of these slides. 

You may want to distribute these attachments as handouts for the 
participants reference when they are In their communities. 

During the discussion, make sure participants understand that when 
assessing a child for signs of malnutrition.* It Is best to start 
from the head and work downward. 



Step 2 Identifying High Risk Children 

(15 min) 

Introduce this step by stating that the main 
causes of malnutrition can be found by examining 
the social, economic and health statuses of 
hlcjh-rlsk groups. High-risk groups are usual ly 
children between the ages of six months and three 
years, and women who are pregnant or iactatlng. 

Ask the participants to brainstorm a list of 
social and physical signs that they could use to 
Identify children at high risk. Tel I them that 
recognizing these factors will help In the 
development of plans for preventing malnutrtlon. 
If participants have as a training text Guldel Ines 

iiac Training Community Health Workers In 

Nutrition ^ have them look over the descriptions of 
risk factors listed on pages 86 and 87. Ask the 
group to Identify which of the risk factors from 
their list may be most significant In their 
communities. 
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Trainer Note 

The following Indicators which can be used to Identify "at risk" 
children should be mentioned and recorded on newsprint: 

- Maternal weight below 43.5 kg, 
-All birth orders over seven 

- Breakdown of marriage or death of either parent 

- More than four sibling deaths 

- Birth weights below 2.4 kg. for males and. 2.3 kg. for 
females* 

- Failure to gain 0.5 kg. a month In the first three months of 
life and 0.25 kg. In the second three months of life. 

- Breast Infections and difficulties In breast feeding. 

- An episode of measles, whooping cough and severe repeated 
diarrhea In the early months of life. 

For specific details concerning these factors, please refer to See 
How They Grow (Chapter 9) or Pedialyte P rtortttflQ »n the Deva loping 
^or .i d — (Chapter 9). If diarrheal diseases are prevelant In the 
local communities, be sure to conduct Sessions 39 and 40 with the 
group. These sessions deal with diarrheal disease control and Oral 
Rehydration Therapy. Module 7 of Guidelines for Tralntn^) Commnnt-t-y 
Health Workers In Nutrition discusses in simple terms the relation- 
ship between diarrhea and dehydration. You may want to have 
participants read It as supplementary Information. 



Step 3 Assessing Nutritional Status 

(35 min) 

Distribute Handout 29A (How do you Measure 
Malnutrition?), Go through the handout with the 
group and elaborate on the measures discussed 
there. Use Trainer Attachment 29D (Comparison of 
Anthropometric Measures) to discuss some of the 
limits of and distinctions between the measures 
and to cite the advantages and disadvantages of 
having a few discrete measures with which to 
assess a child's nutritional status. 

During this discussion, show and demonstrate the 
different measuring devices and techniques by 
measuring several of the participants. Preferably 
measure persons of different ethnic groups and 
sexes to show the variation In measurements and 
have the group Interpret the results according to 
Indices given. Use Trainer Attachment 29E 
(Guidelines for Interpreting Nutritional 
Surveillance Data) to explain how to Interpret the 
measures. 
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Trainer Koto 

When discussing age for weight, briefly mention various ways that 
the health worker can determine a child's age. Several methods 
that can be used are: 

- birth certificates 

- developing a local events calendar 

- counting the number of teeth the child has, and 

- noting other developmental characteristics to estimate age. 



Step 4 Introducing the Growth Chart 

(20 min) 

Distribute a blank copy of Handout 29B (Road to 
Health Chart) to all the participants. As you are 
passing out this chart tell the participants that 
measuring a chllds growth Is one wj:y of measuring 
his or her health and the quality of his or her 
nutrition. As growth or health status Is not 
static, this therefore ImpI les that weighing and 
measuring needs to be a continual process and 
systematically recorded In order to permit the 
health worker or parent to understand the child's 
health status and to detect early signs of growth 
failure and hence high anortallty risk. 

Explain the chart to the participants by stating: 

- The upper I Ine on the chart shows the weight 
of wel l-fed children. 

- The lower line Indicates the area below which 
a child weighs less than they should for their 
age, 

- The space between the I Ine Is the road to 
health and I Ife. 

- A child's growth curve should always be 
rising. If It Isn't, this Indicates that the 
child Is In danger no matter where the child 
Is on the chart. 

- A child's age In months Is written up the side 
of the chart. 

Next, ask the participants to review the chart and 
to list the different purposes that It serves. 
Ask for a volunteer to write their statements on 
newsprint. 
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Trainer Not© 
Several purposes the chart serves Include: 

- keeping pertinent and concise medical records on children 
during critical development stages 

- encouraging mothers* ongoing Involvement with an 
Under-FIves' clinic or CHW 

- providing a quick visual means of monitoring a child's 
medical history for untrained workers 

- charting a child's age and appropriate times for 
Immunizations 

- having a record of the heaith history for different health 
personnel If the child moves 

The Growth Chart that participants work with here should be the one 
that Is used by the Host Country health system. 



Step 5 Using Growth Charts to Interpret Children's 

(40 mln) Health Status 

Have the participants form several small working 
groups and distribute Handout 29C (Making and 
Interpreting a Growtl Ohart) to each group. Ask 
them to spend the next 10 minutes fining In and 
Interpreting the Information that Is attached to 
each chart and preparing a brief summary of their 
findings* 

After 20 minutes reconvene the groups and have 
them present their assessment of the child's 
health and any i. .tritlonal recommendations they 
would give to the mother. 

After each small group has finished with their 
presentation have the other participants evaluate 
the assessment and state whether they agree or 
disagree with the diagnosis and why. 

After the presentations, ask the group to discuss 
any difficulties they had In using the chart and 
to Identify the benefits and drawbacks to using It 
as an assessment tool. Be sure the group 
understands the relationship between growth and 
nutrition. 
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Trainer Note 

Use Trainer Attachment 29F as a guide for assemb 1 1 ng Information 
that the participants should record on the chart. 

Some of the points that should be mentioned or discussed concerning 
the use and Importance of the Road to Health chart are: 

- Difficulty getting correct age from mother 

- Difficulty In accurately charting the weights 

(e.g. Individuals may use January-December calendar 
rather than the child's birth calendar) 

- Individuals become so Involved In the actual charting that 
they forget to analyze the data or discuss the child's 
progress with the mother. 

- Host Country Nationals fee J that standards used In 
developing the growth lines are not appropriate for their 
population 

- If a child Is growing well he or she Is probably healthy and 
adequately nourished. Months before a child has obvious 
signs of malnutrition, he or she will have stopped growing 

- Growth Is measured In several ways and baby weight Is the 
simplest. 



20 Minute Break 



Step 6 Assessing and Interpreting Nutritional Status 

(60 mln) 

Have the participants form small groups of two or 
three persons each and distribute Handout 29D 
(Anthropometric Msasures Recording Sheet), Before 
the small groups begin measuring children, go over 
the handout with them and stress the Importance of 
having each person record their measurement 
Immediately after measuring as It Is easy to 
forget and may be tempting to change If It doesn't 
agree with other group members' measurement 
results. Tel, them there will be a chance to 
discuss measuring variation and Inter-rater 
rei labll Ity In Step 7. 

Assign specific groups to the areas where the 
weighing scales or balances, measuring boards or 
height measures and arm circumferences tapes or 
bracelets are located. Have groups take turns 
weighing children (or each other), measuring their 
height/ length, measuring their arm circumference 
and talking with them and their parents to 
establish their ages and general health history. 
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As facilitator be sure that things are going 
smoothly and help any participants who are having 
difficulties. (You may wish to have some national 
training staff on hand to help with this step also 
If there are a large number of children who will 
be present. } 

When groups have finished measuring and recording, 
have them spend a few minutes going over their 
Individual measurements for the various children 
and filling In Handout 29D (Anthropometric 
Measures Recording Sheet) with each other. Thank 
the community members again for their help In the 
training program. 



Trainer Note 

This step will vary slightly depending on whether the trainer was 
able to arrange for local Infants and children to come In to be 
measured or (preferably) for Trainees to visit an Under-FIves 
Clinic. If children are coming In, the trainer should explain to 
the group that this Is a real opportunity to do some nutrition 
counseling and to apply health education Information they have 
already learned. When the families arrive, the trainer should 
welcome them and thank them for helping the training effort. 
Explain the purpose of the measuring tasks and what procedures will 
follow. Try not to have any Infant or child deluged by 
participants or measured by more than two small groups using the 
same techniques. With permission of the parents? You may wish to 
have participants assess children for other cl Inlcal signs and 
symptoms, (e.g. vitamin A def Iclencv, anemia, etc.) 

If children will not be measured In this step, have participants 
measure each other or dolls of varying sizes, but be sure to 
emphasize the great differences between measuring a doll and a 18 
month old child who Is frightened and squirming. 

If time permits you may also wish to have participants consider the 
accuracy of different local weighing and measuring tools and how 
they might construct some of the measuring devices themselves In 
their sites. 
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Step 7 Group Discussion on Measuring Children 

(20 min)- 

Reconvene the group and have each small group 
report on their measurements for the various 
children they measured. Have a participant record 
these on newsprint and compare the variations In 
measurements tflthin the small groups with the 
variations smmQ. the small groups. Have the 
groups discuss any difficulties they may have had 
In doing the anthropometry. Have them -also dis- 
cuss any similarities or differences In 
Information gained about the children and In their 
perceptions of the children and famll les. They 
should also briefly discuss the problems 
encountered and Identify any additional 
Information or skills they need. 

End the session by asking each participant a skill 
or attitude needed for conducting good nutritional 
assessments. 
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HW DO YOU MEASURE MALNUTRITION? 

How To Measure Weight-Fbr-Length 

HOW TO MAKE A MEASURING BOARD 



Meter Stick 



Backboard 



Headboard 




Footboard 



40 cm 



20 cm 




16 cm 



Make a measuring boartl 

You can make a measuring board like this: 

1. Buy a meter-long measuring stick at a 
bookstore or hardware store. 

2. Get a piece of plywood Va cm to 1 cm thick. 
Cut it in 3 pieces: 

-15 cm X 15 cm (Headboard) 
-1 5 cm X 40 cm (Backboard) 
-15 cm X 20 cm (Footboard) 

3. From another piece of wood, about 6 cm thick, 
cut a triangular block 1 5 cm x 8 cm. 

4. Attach the meter stick, backboard, triangular 
block, and headboard as shown in the drawing. Use 
small screws. (The footboard stays separate and is 
not attached to the other pieces.) 

5. Since the backboard will be rough (because 
of the meter stick and the screws), you can cover the 
backboard with a cloth, to make the children comfor- 
table. 

ms- on 
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Measure the child 

Measure any child who fits on the measuring 
board, no matter how old he Is. Put the measuring 
board on the ground Lay the child on it with his back 
on the backboard, and his head against the head- 
board. Ask your helper to hold the child's head and 
keep his body straight. Use one hand to press on the 
child's knees and make his legs straight. Use your 
other hand to push the footboard against his feet until 
it touches his heels. Hold the footboard in place while 
your helper lifts the child off the board. Read the 
child's length on the meter stick and write it on your 
list. 



Weigh the child 

A small scale is best so you can carry it with you 
and weigh each child at home. You can order a small 
hanging scale from this address: 

CMS Weighing Equipment Ltd. 
18 Camden IHigh Street 
London NW1 OJH 
England 

If you must use a large scale that is too big to 

carry, leave your scale and measuring board at one 
house. After visiting each family, take the children to 
that house to measure and weigh them. 



Which children are InALNOURiSHED? 

For each child, you must know his weight and 
also the weight he should have for his length. If he 
weighs too little for his length, he Is MALNOUR- 
ISHED. Look at the "Weight-for-Length List" on the 
next page. 
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WEIGHT FOR LENGTH (Supine) 



Percents of Median 
Length Median 85% 80% 75% 70% 
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FOR BOTH BOYS AND GIRLS 



Percents of Median 
Length Median 85% 80% 75% 70% 



Df.ucnf) 


».oKg 


o.oKg 


D.iKg 


O./KQ 


o.o 


D/.O 


7.B 


0.0 


e 9 
0.4! 


0.0 


C A 

0.4 


68.0 


7.9 


6.7 


6.3 


5.9 


5.5 


68.5 


8.0 


6.8 


6.4 


6.0 


5.6 


69.0 


8.2 


7.0 


6.6 


6.1 


5.7 


CO c 

09.5 


o.o 


7.1 


0.7 


e 9 


O.O 


70.0 


o c 
0.0 


7.2 


o.o 


O.O 


0.9 


70.5 


8.6 


7.3 


6.9 


6.4 


6.0 


71.0 


8.7 


7.4 


7.0 


6.5 


6.1 


71.5 


8.9 


7.5 


7.1 


6.6 


6.2 


72.0 


A A 

9.0 


7,0 


7.Z 


0.7 


0.0 




A A 

9.1 


-y -y 

1.1 


7.3 


O.O 


0.4 


73.0 


9.2 


7 9 


7.4 


6.9 


6.5 


73.5 


9.4 


8.0 


7.5 


7.0 


6.5 


74.0 


9.5 


8.1 


7.6 


7.1 


6.6 


74.5 


9.6 


8.2 


7.7 


7.2 


0.7 


75.0 


9.7 


8.2 


7.8 


7.3 


6.8 


75 5 


9 8 


8 3 


79 


7.4 


69 


76.0 


9!9 


8.4 


7^9 


7.4 


6.9 


76.5 


10.0 


8.5 


8.0 


7.5 


7.0 


77.0 


10.1 


8.6 


8.1 


7.6 


7.1 


77.5 


10.2 


8.7 


8.2 


7.7 


7.2 


78 0 


10 4 


8 8 


83 


7 8 


72 


78.5 


10.5 


8.9 


8.4 


7.8 


7^3 


79.0 


10.6 


9.0 


8.4 


7.9 


7.4 


79.5 


10.7 


9.1 


8.5 


8.0 


7.5 


80.0 


10.8 


9.1 


8.6 


8.1 


7.5 


80.5 


10.9 


9.2 


8.7 


8.1 


7.6 


81.0 


11.0 


9.3 


8.8 


8.2 


7.7 


81.5 


11.1 


9.4 


8.8 


8.3 


7.7 


82.0 


11.2 


9.5 


8.9 


8.4 


7.8 


82.5 


11.3 


9.6 


9.0 


8.4 


7.9 


83.0 


11.4 


9.6 


9.1 


8.5 


7.9 


83.5 


11.5 


9.7 


9.2 


8.6 


8.0 


84.0 


11.5 


9.8 


9.2 


8.7 


8.1 


84.5 


11.6 


9.9 


9.3 


8.7 


8.2 



DIRECTIONS FOR MEASURING CHILDREN WHO ARE LESS THAN 85 CM IN LENGTH 



Stepl. The measuring board is placed 

horizontally on the ground or on a 
table. 

Stop 2. With the help of one or two 
assistants, place the baby, 
barefoot and without head cover* 
ing on the measuring tx)ard with 
the head against the fixed (non- 
movable) end. 

Slep 3. An assistant holds the baby's 

head so that the eyes are pointed 
straight up and applies gentle 
traction to bring the top of the 
child's head into contact with the 
fixed end of the measuring board. 

Step 4. The measurer holds the child's 
knees together and pushes them 
down against the labfetop with 
one hand or forearm, /u//y extend- 
ing the child. With the other hand, 
the measurer slides the movable 
footboard to the child's feet until 
the heels of both feet touch the 
footboard. 
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Step 5. The measurer then immediately 

removes the child's feet from coiv 
tact with the footboard with one 
hand (to prevent the child from 
kicking and moving the foott>oard} 
while holding the foottx)ard 
securely in place with the other 
hand. 

Step 6. The measurer reads the measure- 
ment to the nearest 0.5 cm. 

Step 7. The recorder then writes the 

measurement clearly on the form. 

Step 8. The measurer then looks at the 
recorded value on the form to be 
sure that it is correct. 



Prepared By 

HHS. PHS. COC. CHPE, Nulntion Division. 
Atlanta, Georgia 30333 
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WEIGHT FOR HEIGHT (Stature) FOR BOTH BOYS AND GIRLb 



Height Median 



Percenfs of Median 
85% 
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15.6 
15.7 
15.8 
16.0 
16.1 

16.2 
16.4 
16.5 
16.7 
16.8 

16.9 
17.1 
17.2 
17.4 
17.5 



10.2kg 
10.3 
10.4 
10.5 
10.6 

10.6 
10.7 
10.8 
10.9 
11.0 

11.1 
11.2 
11.3 
11.4 
11.5 

11.6 
11.7 
11.8 
11.9 
12.0 

12.1 
12.2 
12.4 
12.5 
12.6 

12.7 
12.8 
12.9 
13.0 
13.1 

13.2 
13.3 
13.5 
13.6 
13.7 

13.8 
13.9 
14.0 
14.2 
14.3 
14.4 
14.5 
14.6 
14.8 
14.9 



80% 


75% 


70% 


9.6kg 


9.0kg 


8.4kQ 


9.7 


9.1 


8.5^ 


9.8 


9.1 


8.5 


9.8 


9.2 


8.6 


9.9 


9.3 


8.7 


10.0 


9.4 


8.8 


10.1 


9.5 


8.8 


10.2 


9.6 


8.9 


10.3 


9.7 


9.0 


10.4 


9.7 


9.1 


10.5 


9.8 


9.2 


10.6 


9.9 


9.2 


10.7 


10.0 


9.3 


10.8 


10.1 


9.4 


10.8 


10.2 


9.5 


10.9 


10.3 


9.6 


11.0 


10.3 


9.7 


11.1 


10.4 


9.7 


11.2 


10.5 


9.8 


11.3 


10.6 


9.9 



Height Median 



Percents of Median 
85% 8 0% 75% 70% 



JoflO*"" lli^^m^^llli^^ 13.3kg 1?.4kg 
]9^i 2§ H-3 13.4 12.5 



11.4 
11.5 
11.6 
11.7 
11.8 

11.9 

12.0 
12.1 
12.2 
12.3 

12.4 
12.6 
12.7 
12.8 
12.9 

13.0 
13.1 
13.2 
13.3 
13.4 

13.6 
13.7 
13.8 
13.9 
14.0 



10.7 
10.8 
10.9 
11.0 
11.1 

11.2 
11.3 
11.4 
11.5 
11.6 

11.7 
11.8 
11.9 
12.0 
12.1 

12.2 
12.3 
12.4 
12.5 
12.6 

12.7 
12.8 
12.9 
13.0 
13.1 



10.0 
10.1 
10.2 
10.3 
10.3 

10.4 

10.5 
10.6 
10.7 
10.8 

10.9 
11.0 
11.1 
11.2 
11.3 

11.4 
11.5 
11.6 
11.7 
11.8 

11.9 
12.0 
12.1 
12.2 
12.3 



108.5 
109.0 
109.5 

110.0 
110.5 
111.0 
111.5 
112.0 

112.5 
113.0 
113.5 
114.0 
114.5 

115.0 
115.5 
116.0 
116.5 
117.0 

117.5 
118.0 
118.5 
119.0 
119.5 

120.0 
120.5 
121.0 
121.5 
122.0 

122.5 
123.0 
123.5 
124.0 
124.5 

125.0 
125.5 
126.0 
126.5 
127.0 
127.5 
128.0 
128.5 
129.0 
129.5 
130.0 



18.0 
18.1 
18.3 

18.4 
18.6 
18.8 
18.9 
19.1 

19.3 
19.4 
19.6 
19.8 
19.9 

20.1 
20.3 
20.5 
20.7 
20.8 

21.0 
21.2 
21.4 
21.6 
21.8 

22.0 
22.2 
22.4 
22.6 
22.8 

23.1 
23.3 
23.5 
23.7 
24.0 

24.2 
24.4 
24.7 
24.9 
25.2 

25.4 
25.7 
26.0 
26.2 
26.5 
26.8 



15.3 
15.4 
15.5 

15.7 
15.8 
16.0 
16.1 
16.2 

16.4 
16.5 
16.7 
16.8 
16.9 

17.1 
17.3 
17.4 
17.6 
17.7 

17.9 
18.0 
18.2 
18.4 
18.5 

18.7 
18.9 
19.1 
19.2 
19.4 

19.6 
19.8 
20.0 
20.2 
20.4 

20.6 
20.S 
21.0 
21.2 
21.4 

21.6 
21.8 
22.1 
22.3 
22.5 
22.8 



14.4 
14.5 
14.6 

14.8 
14.9 
15.0 
15.1 
15.3 

15.4 
15.5 
15.7 
15.8 
16.0 

16.1 
■16.2 
16.4 
16.5 
16.7 

16.8 
17.0 
17.1 
17.3 
17.4 

17.6 
17.8 
17.9 
18.1 
18.3 

18.4 

18.6 
18.8 
19.0 
19.2 

19.4 
19.6 
19.7 
19.9 
20.1 

20.4 
20.6 
20.8 
21.0 
21.2 

21.4 



13.5 
13.6 
13.7 

13.8 
14.0 
14.1 
14.2 
14.3 

14.4 
14.6 
14.7 
14.8 
15.0 

15.1 
15.2 
15.4 
15.5 
15.6 

15.8 
15.9 
16.1 
16.2 
16.4 

16.5 
16.7 
16.8 
17.0 
17.1 

17.3 
17.5 
17.6 
17.8 
18.0 

18.2 
18.3 
18.5 
18.7 
18.9 

19.1 
19.3 
19.5 
19.7 
19.9 

20.1 



12.6 
12.7 
12.8 

12.9 
13.0 
13.1 
13.3 
13.4 

13.5 
13.6 
13.7 
13.8 
14.0 

14.1 
14.2 
14.3 
14.5 
14.6 

14.7 
14.9 
15.0 
15.1 
15.3 

15.4 
15.5 
15.7 
15.8 
16.0 

16.1 
16.3 
16.5 
16.6 
16.8 

16.9 
17.1 
17.3 
17.5 
17.6 

17.8 
18.0 
18.2 
18.4 
18.6 
18.7 



DIRECTIONS FOR MEASURING CHILDREN WHO A RE 85 CM OR MORE IN HEIGHT 
Place the measuring board in a ' ~ ' 



Stepl. 

vertlcle position on a fFat surface. 

Step 2. Have the mother (or assistant) 

remove any footwear or headgear 
on the child and lead the child to 
the measuring bond. 

Step 3. Place the child so that the 

shoulder blades, buttocks, and 
hoels are touching the vertical sur 
face of the measuring board. The 
feet must be flat on the llonr. 
slightly apart, legs and back 
straight, and arms at sides. The 
Shoulders must be relaxed and in 
contact with the measuring board. 
The head usually is not in contact 
with the measuring board. Tell the 
child to stand "straight and tall" 
and look straight ahead. 

NCHSCDCWHO NORMALIZED REFERENCE 



SAoulMr 

I buttocki. 
and httti 
toucftinf 
rMASUrwnMit 




Step 4. One assistant (the recorder) 

checks that the child stands flat 
footed with the knees fully extend- 
ed. The shoulders and biittocks 
should be in line with the heels. 
Step S. The movable headboard is then 
brought to rest firmly on the 
crown of the child's head by the 
measurer while the head is held so 
that the child's eyes point straight 
ahead. 

Stop e. The measurer reads the measure- 
ment to the nearest O.Scm. 

Step 7. The recorder ihen writes the 

measurement clearly on the form. 

Step B. The measurer then looks at the 
recorded value on the form to be 
sure that it is correct. 



„__^*wt»o M ovw SB em in h«tght who «ro loo dck to itoK* m»v b« mMtund 
|ir«<«tti<MV Mt t cm «tMK*l b* «ublraet*d from tho mttund Itngth Mot* umm 
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How To Measure Weight-Fbr-Age 



Find the child's age 

When you are ready to weigh the child, write his 
birth date on a list. Then figure his age In months. 



Weigh the child 

It Is best to use a small scale, so you can carry it 
with you and weigh each child at home. You can 
order a small hanging scale from this address: 

CMS Weighing Equipment Ltd. 
18 Camden High Street 
London NW1 OJH 
England 



If you must use a large scale that Is too big to 
carry, leave It at one house. After visiting each family, 
take the children to the scale and weigh them. Write 
each child's weight beside his age on your list. 

Which children are MALNOURISHED? 

For each child, you must know his weight and 
also the weight he should have at his age. if he 
weighs too little, he Is MALNOURISHED. Look at the 
"Welght-for-Age List" on the next page. In the left col- 
umn, you see the ages, 0-59 months. In the center 
column, you see that if a child of that age weighs less 
than a certain number of kilograms, he Is 
MALNOURISHED. (The right column s!;ows the 
"standard weight" for each age, but you will not need 
to look at that column.) 



S4 
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WEIGHT-FOR-AGE UST 



If the child weighs less 
Age of the than this amount he Is 
child MALNOURISHED 



Standard weight 
for this age 



0 
1 
2 
3 
4 



months 



5 
6 
7 
8 
9 



10 
11 
12 
13 
14 



15 
16 
17 
18 
19 



20 
21 
22 
23 
24 



25 
26 
27 
28 
29 



30 
31 
32 
33 
34 



2.4 kg* 

3.1 

3.7 

4.3 

5.0 



5.4 
6.0 
6.4 

6.8 

7.2 



7.6 
7.9 

ai 

8.4 
8.6 



8.8 
9.0 
9.1 
9.2 
9.4 



9.6 
9.8 
9.9 
10.0 
10.2 



10.3 
10.5 
10.6 
10.8 
10.9 



11.0 
11.2 
11.3 
11.4 
11.6 



3.2 kg* 

4.2 

5.0 

5.7 

6.4 



7.0 
7.5 
8.0 

as 
a9 



9.2 
9.6 
9.8 
10.1 
10.4 



10.6 
10.8 
11.0 
11.2 
11.4 



11.5 
11.7 
11.8 
12.0 
12.1 



12.2 
12.4 
12.6 
12.8 
13.0 



13.2 
13.4 
13.6 
13.8 
14.0 



35 
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WBGHT-FOR-AGE UST (O^ntinued) 





If the child w^ghs less 




Age of the 


than this anxHint he is 


Standard weight 


child 


MALNOURISHED 


for this age 


oo uionins 


117 ien* 


1 Kg 


36 


11 8 


14.4 


37 


12.0 


14.6 


38 


12.1 


14.7 


39 


12.2 


14.9 


4U 




1 o.u 


41 


12.5 


15.2 


42 


12.6 


15.4 


43 


12.8 


15.5 


44 • 


12.9 


16.7 


45 


13.0 


15.8 


46 


13.1 


16.0 


47 


13.3 


16.2 


48 


13.4 


16.4 


49 


13.5 


16.5 


50 


13.6 


16.6 


51 


13.8 


16.8 


52 


13.9 


17.0 


53 


14.0 


17.1 


54 


14.1 


17.2 


55 


14.3 


17.4 


56 


14.4 


17.5 


57 


14.5 


17.7 


58 


14.7 


17.8 


59 


14.8 


18.0 



36 
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How To Measure Arm Circumference 



Black line 



Age of the children 

You should measure all children between 1 and 
5 years old. If you do not know the exact age of a 
child, you can guess It: 

—If he has 0-3 teeth, he is too young to measure 
-If he has already lost some baby teeth, he is 

too old to measure 
—If he has 4-20 baby teeth, and he hasn't yet 

lost any teeth, he is the right age to measure. 

Method #1 : The colored strip 

Ask a hospital to give you old X-ray films with 
clear spaces. Cut out clear strips of film, each 20 
centimeters long. Or you can use pieces of strong 
cord or string. Use marking pens to color the black 
line, the red part, and the green part. The drawing is 
measured exactly, so you can use it as a pattern. 



Color this 
part TiEO 



37 



13 cm. from Black line 



Color this 
part GREEN 
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Measure the left arm of the child, half-way be- 
tween his shoulder and his elbow. Your strip should 
just fit around the arm. Don't squeeze it. 

-If the black line touches the red part of the 
strip, the child is MALNOURISHED 

-If the black line touches the green part of the 
^trip, the child Is WELL-NOURISHED* 



^8 
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Method #2: The bracelet 

Another way of measuring children's arms is 
with a bracelet The bracelet must be exactly 4 cen- 
timeters In diameter (across the hole). That means it 
Is 13 centimeters In circumference (around the hole). 




You might find plastic bracelets in a shop, or you 
might ask a blacksmith to make some. Be sure the 
bracelets are the right size. The drawing Is measured 
exactly, so you can use it as a pattern. 

Or you can order a package of 1 0 bracelets from 
this address: 

TALC 

30 Guilford Street 
London WC1N 1EH 
England 



Measure the left arm of the child. Push the bra- 
celet up the arm In one straight push. Don't twist it or 
force It. 

—If the bracelet goes above the elbow, the child 
Is MALNOURISHED 

—If the bracelet stops at the elbow, the child is 
WELL-NOURISHED 



\ 



(Adapted From: Brown, R. and Brown, J., Finding The Causes of Child 
Malnutrition, pp. 30-53.) 
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Reasons for special care 



13 
12 

11 

10 
9 
8 
7 
6 
5 
4 
3 
2 

MoU 



0-1 year 
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15 
14 
'13 
12 

n 

10 
9 

8 

7 
6 
5 



MILK 



BEANS EGCS MEAT 



FISH NUTS 
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2-3 years 



z 
m 

o 



KILOGRAfalS 



eOOO OANOIOSICM MIIV 

MuMlhtdtMit SMg«nnlM*«t OANMMM 
■ ■■■Ulilll MtfiMMlMU Mw»»<*,*M« 
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Under fives cisnio 




3-4 years 4-5 years 



CLINIC 


UiiLU ) no. 


CHILD'S NAME 




Boy/Girl 


MOTHER'S NAME 


REGISTRATION No. 


FATHER'S NAfilE 


REGISTRATION No. 


DATE FIRST SEEN 


BIRTHDAY 


WHERE THE FAMILY LIVE 



USING A WQGHT CHART 

Ask the child's moth«r tha month and year of hts birth. If 
she does not know these, you will have to use a local 
•vents calendar. 

WHta the month of the child's birth, say March, In all the 
thick black lined boxes on the child's weight chart These 
are the first boxes for each year. 

Write the other months In the other boxes. 

Put the year (for example '79) opposite each January, 
and each birth month. 

Weigh the child. 

Makeadotforthe chlld'swelght opposite themonth you 
are In. Make a big dot, about 3 mm. If you are near the 
beginning of the month, put the dot at the left of the col- 
umn for that montli. if you are In the middle of the montti, 
putthedottnthem{ddleoftheeolumn.ifyouar«attheend 
of the month, put the dot at the right of the column. 

The solid lines across the chart are forwhole kilograms. 
The lines with dots are for half kilograms. For example, if 
your child weighs a little less than 6-5 kg, put your dot a 
little below the dotted half kilo line for 6.5 kg. 

When a child has several dots, Join them up with thick 
lines to make a growth curve. 



ANTI-TUBERCULOSIS IMMUNISATION (BCG) 



Dote of BCG immunisolion. 



'BCG can be given immediolely oll^r birlh) 



POLIOMYEUTIS IMMUNISATION 

Dole of first Inmunisotion^ _ 

Dote of second immunisation.. 
Dole of third immunisolion 



WHOOPING COUGH. TETANUS* 
DIPHTHERIA IMMUNISATION 

Dole of first injection __________ 

(ol the bge of one month or loier) 

Dole of second injection 

(one month after the first injection) 

Dole of third injection.. 

{one month ofler the second inieClion) 



MEASLES IMMUNISATION 



Dote cf immunisolion , _ 
(ot the oge of 9 months) 



-0 (A 
a O 
(O VI 
« VI 

to O 

9 

X 

a 
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A»rrHROPOHETRIC MEASURES RECORDING SHEET 



Smal I group I. 



Sinai i Group Member's Measures 



#1 Child Name #1 #2 #3 

Height/Length 

( In cm. or Inches) 

Weight 

(In lbs OP kilograms 
and ozs. and gms.) 

Arm circumference 
( In Inches or cm.) 

Age 

Other Child Information: 



#2 Child Name #1 #2 #3 

Height/Length 
(In cm. or inches) 

Weight 

(In lbs OP ki lograms 
and ozs. and gms.) 

Arm circumference 
( In Inches or cm.) 

Age 

Other Child Information! 



*Note: If more than 2 persons are 
measured, use the back of this 
sheet for recording the same 
Information. 
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KWASHIORKOR 



Definition 

Kwashiorkor Is a state of chronic protein deficiency a child . 
usually 1 to 5 years old, who has been wholly or partially weaned 
without adequate substitution of other foods containing proteins of 
adequate quality and quantity . The child's diet usually consists 
mainly of maize, cassava "(manioc), plantain, or other predominantly 
carbohydrate foods. The name is derived from a term used by a tribe 
in Ghana and is said to mean the sickness an older child gets when 
the next baby is bom, i.e., it commonly results when a pregnancy 
displaces an older child from the breast. 

Signs and symptoms (with reference to dark-skinned Africans) . 
Beginning with the head: (note figure IX 

1. The hair is often scanty and discolored and tends to be red-? 
dish or greyish, with weak roots (which can be pulled out 
easily) . 

2. The face is usually puffy ("moonf ace") » with oedema under the 
eyes and cheeks. 

3. There is oedema of the hands and legs. 

4. The child is short for his age. 

5. The skin is smooth and a characteristic dermatosis, consisting 
of areas of disquamation and pigmentation along with areas of 
depigmentation, is often present. The skin tends to peel and 
flake, ulcers may occur over pressure points and deep cracks 
may be present in skin folds. Severe cases may resemble 
extensive bums. 

6. The pot belly is often filled with worms. 

7. The child Is not a happy child. He is apathetic, irritable, 
and cries when strangers Interfere with him. He tends to 
remain aloof and to stay where he is put. 

8. His muscles are wasted, but some subcutaneous fat still exists. 
His arm circumference is small for his age. 



45 
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9. He has a poor appetite and frequently has diarrhoea and loose 



10. The child is usually anaemic. His skin is pale, and the 
conjunctiva of his eyes are pale. 



Of .the above signs, the following are especially characteristic: 

1. Oedema is present (face, feet and 

legs, hands, etc.) . . . 

Kwashio 

2. The muscles are weak and wasted 

though with preservation of some ^^^im^ 

subcutaneous fat. «t.;.. p.i. .lilBwSil 



stools. 



5. 



4. 



3. 



There are behavioral changes 
manifeste d by misery, apathy . usually 
l ack of appetite, withdrawal . underweight 
otc. 



Growth failure is seen in low 
height and weight (once the 
oedema Is corrected) for ag e. 



Skip changes . 



mild aneamia 





/ will not est 



:,V 



thin upper 
arm 



(iBking 
paint 



9 



your finger—- — 
leaves a hole 
when you press 



oedema 



Figure 1: 
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TREATMEMT OF KWASHIORKOR 

Severe cases are admitted to the- hospital with, if necessary, 
I.V. drips and naso-gastrlc feedings. If the child Is considerably 
dehydrated, Isotonic solutions of electrolytes with added glucose Is 
recommended by mouth or, if necessary, I.V. 



Dietary treatmentj 

Good dietary sources of dlgestable protein and energy must be 
administered. This is usually given in the form of a milk formula, 
consisting of dried low fat (skimmed) milk or whole milk plus 
carbohydrates (sugars) and fats (vegetable oil seeds). Milk sub- 
stitutes of vegetable origin, composed of carefully selected proteins 
to give a good combination of amino acids may also be used. Skim milk 
alone will not provide sufficient calories and in excessive amounts 
may cause diarrhea. 

The total amount of fluid in the beginning should be about 1150 cc 
of liquid per day. This is divided up and given 4 or more times 
per day. The amount is then adjusted according to the observed 
need of the particular child, depending upon the weight* of the 
child and the observed losses of fluid in diarrhoea and vomiting. 
Note that the formulas below must be made up twice a day to. 
provide the required -amount of liquid . 

* Maintenance oral fluids are calculated as follows: 

100 cc/kg for the Ist 10 kg of weight 
50 cc/kg for the 2nd 10 kg 
20 cc/kg for kg over 20 

For example a 15 kg child would need 10 x 100 = 1000 + 5 x 50 = 1250 cc/day 
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Examples of formulas: 

1. Dried skliroed T-llk; 20 level teaspoons (5-6 cc volume) of 
milk powder, 4 level teaspoons of sugar (preferably brown 
sugar, or glucose), 6 level teaspoons of edible oil (sesame 
cottonseed, maize, soya, sunflower, etc.) and 550. cc of * 
boiled water (about 20 fluid ozs.) 

2* Full cream milk powder ; 20 level teaspoons of milk powder 
4 level teaspoons of sugar, 550 cc of boiled water (about * 
20 fluid ozs.) 

3- Boiled liquid cow's milk; 550 cc (20 fluid ozs.) plus 4 level 
teaspoons of sugar. 

4. Evaporated milk; 1 part milk to 2 parts boiled water make 
550 cc (20 fluid ozs.) plus 4 level teaspoons of sugar. 

Depending on the condition of the child, feeding is accomplished 
by means of an intra-gastric plastic polyethylene tube, a milk drip, 
or by giving calculated feeds by syringe or spoon every few hours. 

A broad spectrum of foods eaten locally should be introduced to the 
child as soon as he begins recovering. In addition to the digestible, 
chewable forms of meat, fish, and eggs, good quality vegetable protein 
should be encouraged if possible. We know that the child is recovering 
when he looks brighter, is eating with some appetite, and is showing 
interest in his environment. He will lose his irritability and begin 
to play. Weight improvement is early; return of normal hair and 
growth rate are much slower. 

Stool should be checked and dewormlng done as indicated (after 
the child has passed the acutely ill stage). The dermatosis, if 
severe, should be treattd with oil and carefully protected. Any 
vitamin deficiencies present should also be treated. 



(From: Joseph, F., Proteln-Cai orle Malnufrttf pn- pp. 9-10.) 

48 



Session 29, Trainer Attachment 29B 
Page 1 of 3 



MARASMUS 

Definition 

Marasmus is an extreme deficiency of proteins and calories . The 
marasmic child is a starved child, thin, but often more alert and 
less indifferent to what goes on around him than is the child with 
kwashiorkor. Marasmus is seen in children in drought-stricken areas; 
for example, recently in the Sahel region of the sub-Saraha. 

Signs and symptoms 

1. There is marked wasting of muscles and subcutaneous fat. 
(Subcutaneous fat is less affected in kwashiorkor.) 

2. It generally occurs before the age of one. However, late 
marasmus does occur in areas of severe food scarcity. 

3. There is growth failure, as in kwashiorkor, but usually ino::e 
marked . 

4. The psychological change in marasmus may be less marked than 
in kwashlork>>r. 

5. Sunken eyes give the look of a "little old man." 

6. The head seems large as compared to the body, and the face is 
thin (as compared to the "moonface" of kwashiorkor). 

7. The skin can be lifted off like folds, especially in the 
buttocks area, giving the "skin and bone" appearance (as 
compared to the oedematous look of kwashiorkor). 

8. The hair is usually not changed (unless In a case of 
kwashlorkor-marasmus combination) . 

9. There may be signs of dehydration. 
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Of the signs above, there are 5 which are usually found: 

1. Wasting of the child's muscles 
and the subcutaneona fat- 

2. Severe growth failure (low 
body weight, not much or any 
change In height) 

3. Most are very hungr y though a 
few are anorexic* More Interest 
In the environment Is uatiaily 
maintaine d than In kwashiorkor. 

The ha ir Is more or less normal 

There Is usually no opripma 



4. 
5. 



Marasmus 



"little old man 



hair 
normal 



gross muscle 
'wasting 

grossly 
underweight 




• 
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TREATMENT OF MARASMUS 

1, Dietary 

Severe cases should be hospitalized. Basically, treatment is like 
that of kwashiorkor (see TREATMENT OF KWASHIORKOR). Recovery, 
however, is a bit slower. 

Feeds can be Increased if and when the child can eat. Because both 
calories and proteins are markedly deficient, more carbohydrates 
and fats are added to the daily diet. 

The child may have avitaminoses. Check for signs and symptoms and 
provide supplemental vitamins if considered necessary. 

2. Educational 

Education should be provided in the same manner as for kwashiorkor, 
including the socio-economic considerations mentioned. However, in 
the case of regional failure or destruction of crops, the government 
may have to assume responsibility for providing food and other essential 
supplies and services. 

Marasmus-Kwashiorkor 

The two syndromes, kwashiorkor and marasmus, are the extremes of a 
continuous spectrum since every degree of relative deficiency of 
protein and calories can be found. The large majority of cases of 
kwashiorkor shows some loss of subcutaneous fat and tissue wasting 
as well as the oedema and other signs and symptoms of protein 
deficiency. They might more properly be referred to as cases of 
kwashiorkor of the marasmlc type or marasmus-kwashiorkor. Treatment 
and management of such cases follow the same principle which have 
been described for classical cases of kwashiorkor. 



(From: Joseph, F., Profe I n-Ca I nr I e Malnutrition, pp. 25-27.) 
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Detecting Anemia and 
Vitamin A Deficiency 




Anemia 

Anemia, the reduction in the con- 
centration of hemoglobin (or red 
pigment) in (he blood, causes 
varying degrees of debility, which 
interferes with an individual's 
ability to carry out daily tasks. 
Severe anemia during pregnancy 
IS associated with increased rates 
of maternal morbidity and mortal- 
ity, as well as higher risk to the 
fetus. Anemia usually results 
whb.n the body lacks sufficient 
stores of iron or folic acid, needed 
to produce red blood cells. Short 
ages of these key building blocks 
can be caused by dietary defi- 
ciency and/or by parasitic 
infections such as malaria or 
hookworm that involve red blood 
cell loss. Bacterial infections and 
hemoglobin disorders (like sickle 
cell disease) also contribute to the 
development of anemia. 

Infants, and women in their 
reproductive years, are especially 
vulnerable to anemia. During the 
last trimester of pregnancy, iron is 
transferred to the fetus across the 
placenta. A child born to an 
iron-deficient mother will proba- 
bly have insufficient stores of iron. 
The rapid rate of growth of chil- 
dren increases their iron require- 
ments. Iron stores may be quickly 



depleted, even in a child born 
with adequate iron levels. 

In spite of the high prevalence 
and negative health impact of 
anemia in developing countries, a 
simple, reliable, and inexpensive 
method to detect anemia is not yet 
available. Although there have 
been many advances in the de- 
velopment of sophisticated instru- 
ments to detect anemia, the cost of 
these technologies does not permit 
their widespread use in primary 
health care programs. In the 
absence of an affordable detec- 
tion instrument, health workers 
must rely on older, less reliable 
methods. 

One way to screen for anemia is 
to examine the patient for signs of 
pallor. The inner surface of the 
lips and the inner side of the lower 
eyelids are pale, light pink, or 
white in anemic individuals. If it is 
difficult to judge degrees of pallor, 
a person suspected of being 
anemic can be compared to a 
healthy person whose normal 
skin color is as dark or light as 
that of the person being checked. 
Also, standard color photographs 
showing the lips end tongues of 
healthy and anemic people con 
be used for direct comparison. 
The 'anemiometer.' a strip of 
paper with three bands of differ 
ent shades of red, is used to mea 
sure mild, moderate, and severe 
anemia. The health worker holds 
it up to a person's inner eyelid and 
matches the color. It should be 
emphasized that these tests are 
not very reliable, except in cases 
of severe anemia. 

The other common technologies 
for detecting anemia — hemo 
globin concentration and hema 
tocrit — require laboratory 



facilities, which may not be 
available, and a blood sample, 
which some people may object 
to giving. 

To measure hemoglobin concen- 
tration, a measured sample of 
blood IS taken from a linger prick 
and mixed with a known volume 
of diluting fluid. The depth of color 
of the diluted blood is determined 
in a spectrophotometer or color- 
imeter. Some photometers run 
either on electricity or on current 
from a car battery. The colonm- 
eter must be calibrated, and a 
graph and table prepared for the 
hemoglobin values. Alternately, a 
comparator can be used. This is a 
visual method where the test solu- 
tion is compared with a series of 
colored glass standards that show 
the concentration of hemoglobin. 
Another approach is the Sahli 
method, m which blood is diluted 
in an acid solution, converting 
hemoglobin to acid hematin. 
The test solution is then matched 
against a colored glass reference. 
This method is often used because 
It does not require expensive in- 
struments, but it IS not an accurate 
way of estimating hemoglobin. 

The traditional unit for expressing 
hemoglobin concentrations is 
grams per 100 ml, with the follow- 
ing values considered as cut off 
points for defining marginal de- 
ficiency states: non-pregnant 
women, 12.0g,'100 ml. pregnant 
women, 11.0. men, 13.0, children 
at birth. 13.5. children at one year, 
1 1.5, and children 10-12 years, 
1 1.5. The problem with such stan- 
dards IS that there is no clear-cut 
dividing line between normal and 
iron deficient people. What .s 
normal value for one person may 
not be for another. 
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The hematocrit, or the packed cell 
volume, measures the volume of 
red blood cells m a volume ol 
blood. In the microhematocrit 
method, a blood sample is taken 
from a finger prick, allowed to 
flov/ into Q capillary tube, and 
centrifuged to separate the cells 
and the plasma. The centrifuge 
must be driven from a source of 
electric power. The packed cell 
volume is found by measuring the 
length of the column of red blood 
cells and expressing this as a per- 
centage of the total length of the 
whole sample. 

Neither laboratory tests nor clini- 
cal examination can give a pre- 
cise determination of the cause of 
anemia— whether it is due to an 
iron deficiency, other nutrient de- 
ficiencies, infection, hemorrhage, 
or a combination of these. Further 
blood tests may be needed. 

Vitamin A Deficiency 

Xerophthalmia is an eye disease 
that results from vitamin A defi- 
ciency and is the primary cause of 
blindness among children in the 
developing world. Inadequate 
vitamin A status can vary from 
marginal deficiencies without 
clinical signs, to the presence of 



early and reversible clinical signs 
(night blindness. Bitot's spots, and 
conjunctival xerosis), to severe 
depletion with advanced and ir- 
reversible corneal changes and 
a high probability of blindness. 
Children with protein-energy 
malnutrition, respiratory infec- 
tions, measles, and/or diarrhea 
are at especially high nsk of de- 
veloping vitamin A deficiency. 
Recent research has found that 
even children with mild xeroph- 
thalmia may have a much higher 
mortality rate than children with- 
out apparent deficiency. 

Simple techniques for assessing 
vitamin A status and xeroph- 
thalmia should be part of primary 
health care programs, especially 
in areas where vitamin A defi- 
ciency is endemic. Because bio- 
chemical tests, although accu- 
rate, are not always practical, 
primary health care workers need 
to be trained to recognize the clin- 
ical signs vitamin A deficiency. 

Night blindness is frequently the 
earliest symptom of vitamin A de- 
ficiency and can even occur when 
biochemical tests indicate that vi- 
tamin A status is adequate. Until 
recently, an objftctive measure of 
scotopic vision (ability to see in 
the dark) in preschool age chil- 



dren was very difficult to obtain, 
because it required the child's 
cooperation. A study in Indonesia 
demonstrated that a history of 
night blindness, elicited from a 
child's parent or guardian, can be 
valid evidence of vitamin A defi- 
c.«ncy. The key to obtaining this 
history Is the existence of local 
term(s) for the condition, such as 
"chicken blindness.' Reports from 
other countries indicate that, in 
areas where • ;• .nin A deficiency 
is chronic, lo terms usually do 
exist. However, this technique of 
history taking may not be valid 
for cultures without such terms. 
These findings merit further .e- 
search, as this is a technique 
which requires little training 
and no clinical experience. Even 
schc-. 1 children could be taught 
to scr their younger siblings. 

The other eye signs associated 
with vitamin A deficiency can 
only be recognized by clinical 
examination. Color photographs 
and line drawings depicting the 
changes in the eye, accompanied 
by brief texts describing the 
photographs, are the simplest 
and most commonly used tools. 
These can be used to train work- 
ers, who can carry these photo- 
graphs and drawings with them, 
referriiig to them as they examine 
a child's eyes (see drawing below 
left). Film strips, slide shows, and 
manuals are also available for 
troining and reference. 

Another finding of the study in 
Indonesia that is potentially useful 
for identifying individuals and 
groups of people at risk of xeroph- 
thalmia is the neighborhood clus- 
tering of vitamin A deficiency 
This also needs further research 
in other countries. 




Example of diagnostic 
eye dravfing showing 
foamy Bitot's spot. 



(From: PATH. Health Technology ntrftr+t^nff Third Quarter, 1983. pp. 8-9) 
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COMPARISON OF ANTHROPOMETRIC MEASURES 



Indicator 



Advantages 



Disadvantages 



Comments 



1. Weight-for-Age 



• Good basic indicator, combining 
acute and chronic malnutrition, (or 
monitoring ongoing programs (125, 
136). 

• Sensitive to small changes (al- 
though many variables influence 
small fluctuations in weight) (82). 

• Meaiiure is objective and repeat- 
able (82). 

« Sole tool (scale) is portable and 
relatively inexpensive. 

• Weighing is relative'' easy (or 
inexperienced health workers to 
manage, although it does require a 
literate worker. 

• Measure is not time consuming. 



• Not sensitive to a stunted child 
who is growing well (below but par- 
allel to a normal growth channel) 
(8. 27) or to the very tall child who 
may be malnourished (1). 

• Relies on age data, which are 
often subject to error. Age data (or 
children below two years old have 
been found accurate, or, if in error, 
easily corrected, but it is difficult to 
accurately estimate unknown ages 
(or chikJren over two years (76). 

• Mothers in some countries have 
objected to hanging their children 
(rom the scale during weighing 
(67). 



e Better if used with 
children 0-2 years be- 
cause height retardation 
is less pronounced 
(125); however, it is a 
valid indicator through 
the preschool years. 



2. Length/Height-(or-Age 



• Good indicator of past nutrition 
problems (125). 

• Measure is objective, repeatable, 
and has a low variability (82). 

• A length and height board can 
be made locally for a minimum in- 
vestment, and the boards are eas- 
ily transported. 

• Rarely are mothers reluctant to 
h.ive child measured because of 
appearance o( the board. 



• In growth monitoring projects it 
should be supplemented by an- 
other indicator like weight-tor-age 
or weight-for-height because 
changes in height occur relatively 
slowly. 

• Requires two different tech- 
niques if programs include all pre- 
schoolers: recumbent (lying down) 
length (children 0-2 years) and 
standing height (children 3-5 
years). 

• More difficult for unskili-id work- 
ers to learn to take accurate length/ 
heights than to weigh a child with a 
simple scale. 

• Requires two persons to take the 
measure. 

• Relies on age data, which are 
often subject to error. 



3. Weight-for-Length/ 
Height 



• Good Indicator to distinguish 
those who are v/ell proportioned 
(weight/height) from those who are 
thin (or heavy) for their height (8, 
122). 

• Indicator does not require age 
data, which are often inaccurate 
and difficult to obtain. 

• Measures are objective and re- 
peatable. 



• Depending on the cut-off points 
chosen (see Chapter III), weight- 
for-height can underestimate mal- 
nutrition by classifying those who 
are short and thin as nonnal (102, 
106). 

• Requires taking two measures; 
therefore, problems of purchasing 
or making the instmments and 
transporting them are compounded. 

• Weighing and measuring height 
will require more training time and 
may be too complicated and time 
consuming for the inexperienced 
clinic wori<er to do with frequency. 

• Some mothers may be reluctant 
to have their children weighed. 

• Requires two persons to take 
length or height measure. 
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Indicator 



Advantages 



Oisadvanlages 



4. Aim Circumference 



• IfKllcator of severe current mal- 
nutrition (1). whether or not stunt- 
ing is present (8). 

• While it may not detect changes 
as rapidly as weight monitoring, it 
will indicate changes in nutritional 
status over a short time. 

• Measurement is taken with an 
inexpensive and portable ann tape, 
which can be made by prefect per- 
sonnel. 

• Quick to use. 

• Ami tape can be color coded for 
use by non-literate health workers. 

• liKficator does not require ag6 
data, which can be inaccurate and 
difTtcult to obtain. 

• No known objection by commu- 
nity to this measure. 



Comments 



• Will only identify children with 
severe malnutrition. It is more diffi- 
cult to determine who is borderline. 

• Variability is high on measure- 
ment. ReW workers need practice 
taking measurement to do it accu- 
rately. Rnding the mid-upper arm 
and placing the tape around the 
arm without compressing the tissue 
is difficult. 



® Some researchers in- 
dicate that measure 
should be used only 
with chiWren 1-3 years 
oW (7, 96), although 
others say it is valid for 
chikJren 1-5 or 6 years 
okJ (106), and that it 
can be used beginning 
at 6 months (132). 



Indicator 


What Does It Measure? 


Weight-for-age 


wasting and stunting* 
combined 


Height-for-age 


stunting 


Weight-for-height 


wcaiing 


Arm circumference 


wasting 


Wasting, which is extreme thinness, reflects acute, current malnutrition- 
SarnumiiS^^ ^^'^'^''^^^^^'^'^^ reflects chronic. long-term " 



(From: APHA. growth Monftorfng> 1983. pp. n-12. and PATH Health 
TechnolPflY Plr»rtlon«i. Third Quarter, 1983. p. 3.) ""^^ 
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GUIDELINES FOR INTERPRETING NUTRITION SURVEILLANCE DATA 



TABLE 1. Welght-for-Aga 

System Reference Population 



Method 



aassiticallon 



Gomez (46) 



Jelliffe (61) 



Bengoa (16) 

Kasa Project. India 
(104) 

WHO (129) 

Tamil Nadu (49) 



Candelaria Project 
Columbia (35) 

Indonesia (20) 



Boston 



Boston 



Boston 
Boston 
NCHS 

Indian Council of 
Medical Research 

Boston 

Boston 



% of median 

% of median 

% of median 
% of median 
Percentile 

Absolute weight gain 

% of expected gain 

% of median + weight 

gain 



> 90%: normal 

90-75%: mild malnutrition (grade 1) 
75-61%: moderate malnutrition (grade 2) 
£ 60%: severe malnutrition (grade 3) 

110-90%: normal 

90-81%: mild malnutrition (grade 1) 

80-61%: moderate malnutrition (grades 2 and 3) 

£ 60%: severe malnutrition (grade 4) 

Gomez classification with all cases of edema 
added to the category of severe malnutrition 

> 65%: not at risk 

£ 65%: high nutritional risk 

50th-3rd percentile: normal 
£ 3rd percentile: malnourished 

6-11 mo.: 500 gm/months: normal 
12*35 tiio.: 500 gm/S months: nornial 
anything less is inadequate 

< 85% of expected weight gain shows nutritional 
risk 

Gomez classification on chart but records kept 
by weight gain; gaining weight each month: nor- 
mal; no weight gain: at risk 



TABLE 2. Height-for*Age 



System 


Reference PculaBon 


Method 


CtassKcaSoa 


Kanawati and 


Boston 


% of median 


a 95%: normal 


McLaren (65) 






95-90%: mild malnutrition 








90-85%: moderate malnutrition 








85%: severe malnutrition 


WHO (39) 


Boston 


% of median 


105-93%: normal 








93-80%: short 








< 80%: dwarf 


CDC (37) 


NCHS 


% of median 


2 90%: adequate 








< 90%: stunted or chronically undernourished 
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TABLE 3: WeIght-for-He!ght 

System Standard Method Otesflfcflflon 



McLaren/Rsad (79) Boston 


9L nf niAriian 

'« W IIIOUICUl 


1 iO-sot*. normal 






90-85%: mikJ malnutrition 






85-75%: moderate malnutrition 






<75%: and/or edema; severe malnutrition 


Waterlow (125) Boston 


% of median 


110-90%: nomial 






90-80%: mild malnutrition 






80-70%: moderate malnutrition 






<70%: severe malnutrition 


Vrteri/Beghin (121) Boston 


% of median 


< 92%: waming sign (neods clinical exam) 


Patuhjl Project, Guate- Boston 


%cfm(>Jan 


>90%: nonnal 


ma!a(34) 




90-81%: moderate malnutrition 






s80%: severe malnutrition 


CDC (37) NCHS 


% of median 


85-80%: modarata malnutrition 

" " ■■IWWWIUtW ■■■cii* lull 111 Wl 1 






<80%: wasted/acute malnutrition 


NCHS (90) NCHS 


Percentile 


75th-25th: normal 






10th-5th: moderate malnutrition 






<5in. severe malnutrition 


TABLE 4. Welght-for-Helght and Helght-for-Age 




System Reference PopiHeSon 


Method 


QessiScaSon 


Waterlow (125) Boston 


% of median 


(see above for actual percentages) 






adequate weight/height and height/age: nonnal 






low weight/height, nonnal height/age: acute 






malnutrition 






nonnal weight/height, low height/age: clironic 






malnutrition 






low weight/height and height/age: ctironic and 






acute malnutrition 


TABLE 5: Arm Circumferenco 






System Reference Population 


Method 


ClassiBcation 


WHO (39) and Wolansid 


% of median 


>85% or >14 cm.: nonnal 


Shatar(108) 16.5 cm. 




85-76% or 14-12.5 cm.: malnutrition 






<76% or <12.5 cm.: severe malnutrition 



(From: APHA. Growth Monitoring . 1983. pp. 16-17) 
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EXAMPLES OF INFORMATION TO BE RECORDED ON A GROtfTH CHART 



These examples or ones that you have collected from local records or 
Handout 29C that you developed or provided, should be given to the group 
for plotting and Interpretation. 

A girl was born In May 1976. Her name Is Laxml. She was weighed on 
different months following her birth. The weights In each of the months 
are given below. 



Hay 


3.0 kg 


1977 


June 


7.5 kg 


June 


4.0 kg 




September 


9.0 kg 


July 


4.5 kg 




October 


10.5 kg 


August 


5.5 kg 




December 


11.5 kg 


September 
October 


6.0 kg 
6.5 kg 


1978 


January 


11.5 kg Stopped 
breast-feed I ng 


November 


Did not attend 




February 


11.5 kg 


December 


7.0 kg 




April 


10.5 kg 


February 

March 

April 


Had measles 

6.5 kg Had 
diarrhoea 

6.0 kg Put 
under special 
nutrition care 




June 
July 

November 
December 


12.0 kg 
11.5 kg 

12.0 kg Brother 
born 

11.5 kg 


May 


6.5 kg 


1979 


February 


11.5 kg 



April 



12.5 kg 




Session 29, Trainer Attachment 29F 
Page 2 of 4 



Tola and her twin sister were born In March of 1984. Their mother 
died during delivery. Tola's weights In each of the months Is given 
below: 



1984 March 
April 
May 
June 
July 
August 



2.0 kg 
2.5 kg 

3.0 kg 
3.75 kg 



September 7.5 kg 

October 9.0 kg 

^k>vember 4.5 kg 

December 4.0 kg Had diarrhea 
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The following Is the Growth Chart of Romen, born October of 1977. 



1977 October 3.5 kg 
Novesiber 5.0 kg 
December 

1978 January 6.5 kg 
February 

March 8.0 kg 
April 

May 9.5 
June 

July 9.5 
August 

Septeiid)er 10.75 kg 

October 7.5 kg 
November 
December 



1979 January 
February 
March 
April 
May 
June 
July 



11.0 kg Fever 



11.5 kg Swelling 



11.0 kg Special 
Care 



August 11.5 
September 

October - Sibling born 
November 11.5 kg 
December 



1980 January 12.5 kg 
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The fol louring trelghts are for Jose who Is the first and only child of 
a couple trho have been married for 10. years. Jose has only been bottle 
fed. He was born In February of 1975. 



1975 February 
March 
April 
May 
June 
July 
August 
September 
October 
November 
December 



3.5 kg 
4.0 kg 

mm 

4.5 kg 

4.5 kg Diarrhea 
4.5 kg 

5.0 kg 



1976 February 

March 6.5 kg 
April 

May 5.5 kg 

Pneumonia 

June 

July 6.5 kg 
August 

September 7.5 kg 
October 

November 8.5 kg 
December 



1976 January 



5.5 kg. 



1977 



January 9.5 kg 
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BREASTFEEDING AM) WEANING 



TOTAL TIME 4 hours 



OVERVIEW If an Infant Is properly fed during the first 

year, he or she will grow well and have a good 
start In life. Breastfeeding and nutritious 
weaning foods are the best ways to ensure good 
growth and reduce the risk of malnutrition In 
the second and third years. The six to twelve 
month period In a baby's I Ife Is the tine when 
either good or poor nutrition begins. 

During this session* participants discuss th^ 
myriad advantages of breastfeeding and examine 
the probi«ns which result when the latter Is 
practiced. During the second part of the 
session, the group participates In o demon- 
stration of the preparation of weaning foods 
and learn basic guidelines for the Introduction 
of supplementary foods Into a baby's first year 
diet. At the end, the group practices making 
weaning foods using locally available foods. 



OBJECTIVES • To describe and compare the advantages and 
disadvantages of breastfeeding and bottle 
feeding. 
(Steps 1-3) 

• To describe the weaning process and discuss 
Important principles of what, when, and how 
much of the new foods to give a baby during the 
first year. 

(Steps 4 and 5) 

• To examine several methods and food sources to 
improve weaning foods In the local area. 

(Step 6) 



• To practice making nutritious 
using locally available foods. 
(Step 7) 



weaning foods 



RESOURCES 



infant Nutrition In the Suhtroplcs anri Trnplrg. 
Chapters 5 and 6. 

Guidelines for Training Coiimiinlty Health 

Workers In Nutrition , pp. 45-71 

Breastfeedi ng and Weaning . Peace (k>rps Resource 

Packet #12. 
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Handouts: 

- 30A Local Practices Regarding Infant 

Feed I ng 

- 30B Questions & Answers About Meaning 

- 30C Guidelines for Weaning 

- 30D Methods & Food Sources to Improve 

Weaning Foods 

Trainer Attachments: 

- 30A Story of a Bottle-Fed Child 

- 30B Breastfeeding and Bottle Feeding: 

Advantages and Disadvantages 

- 30C The Story of Maya 

- 30D Sample Problems In Infant Feeding 



MATERIALS 



Posters, flip-charts, flannel board or other 
visual materials for the weaning presentation In 
Step 4 J local foods, equipment, utensils and 
cooking area for preparing multlmlxes In Step 7; 
newsprint and markers. 



PROCEDURE 



Trainer Note 

Discussions of Infant feeding Included In this session should be 
coordinated with activities and sessions you may conduct using 
Module 6, Maternal and Child Health. 

If possible, select a participant from the group to present the 
Sfory of a Bottle-fed Child In Step 2. 

The presentation and demonstration on weaning foods In Step 4 could 
be done by any one of several people: the trainer, a local health 
worker, a PCV working In nutrition, or one of the Trainees If the 
group has been In-country long enough to be f am 1 1 far with the 
culture. 

For Step 7, where participants practice making weaning foods, 
set-up a kitchen area with locally appropriate equipment, utenclls, 
and food Items. Pre-cook any of the foods that require consid- 
erable cooking time (e.g., grains and legwnes). 
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Step 1 infant Feeding In the Comunlty 

(15 Ditn) 

Review the session objectives and begin a dialogue 
on Infant feeding. Ask participants to remember 
field trips to the community or clinic, any visits 
at the homes of local families, and other occasions 
where they have had an opportunity to observe and 
talk to mothers with small babies. Have. partici- 
pants share any Information they may have gathered 
about breastfeeding and bottle-feeding practices In 
the local community. Stimulate discussion with the 
questions! 

-Do all mothers In the community breastfeed 
their babies? 

- For how many months does a mother breastfeed 
her baby? 

- What feeding practices are forbidden (what are 
the food taboos)? (For example. In some areas 
breastfeeding during pregnancy Is forbidden, in 
some places feeding colostrum, the fluid from 
the breasts In the first day after delivery. Is 
a taboo.) 

- What food or drink Is given to the baby when 
the mother goes out to work? 

- If a mother Is bottle feeding her baby, why did 
she decide to feed the baby In that way? What 
mixture does she feed him? 

Help the group with the questions they can*t answer 
to the extent they have an overall picture of how 
Infant feeding occurs In their host communities. 



Trainer Note 

In this session, the discussion of breastfeeding should focus 
nwstly on the Infant and his or her nutrition. Breastfeeding 
Issues which more closely concern the mother (e.g., complications 
In milk production) are treated In Module 6, Maternal and Child 
Health. 



Step 2 Story of a Bottle-Fed Child 

(25 min) 

Read the story from Trainer Attachment 30A (Story 
of a Bottle Fed Child) or describe an Incident In 
which a child Is malnourished and has diarrhea due 
to Inappropriate bottle-feeding. 
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Afterwards facilitate a discussion of the problems 
of bottle-feeding In developing countries ami Its 
Iropac? on Infant health. Have partlcli>ants 
generate a list of advantages and disadvantages of 
both breostfeeding and bottle-feeding. Ask yorae- 
one froB the group to record these on newsprint. 



Trainer Note 

Adapt the story In Trainer Attachment 30A or create your own qlven 
ocal practices and conditions. An alternative to telling a story 
Af..:° ^^^^ "Bottle Babies: or "Mothers in Conflict. 

Children n Need" (available from Health Sector, OTAPS, Peaci 
Corps/wash 1 ngton ) . 

The discussion following the story of a malnourished bottie-fed 
baby should include the following points: 

- Pre-dlsposing factors Include: poor sanitation. Inappro- 
priate use of bottle, contaminated water. Insufficient 
formula, poverty, inappropriate advertising. . . 

- The preclpatating cause of malnutrition and diarrhea was the 
Incorrect use of the bottle and formula given the exlstlna 
circumstances. ** 

- Ther^ are many reasons why the mother night choose bottle 
feeding: for Its status value, because she believes lt»s the 
modern way, she has to work, she has been told It Is 
"betler" for her baby, she feels breastfeeding will make her 
breasts sag, she doesn't feel she has enough milk, or she»s 
tired of breastfeeding after many pregnancies. 

The group should generate a list of advantages and disadvantages of 
of breastfeeding and bottle-feeding, similar to the list In Trainer 
Attachment 30B. Note that there are virtual Jy no disadvantages of 
breastfeeding. Advantages of bottle-feeding would accrue primarily 
to a small percentage of women who are economically and social iv 
wel I off. ' 

^ ■"J®"' problem }n the host country, assign 
participants som of the exercises on pages 60 and 61 of emdellnfl^ 
■ for . Traini ng Commimltv Hearth Workers in Wirfrf tlftn. 



Step 3 Promoting Breastfeeding 

(15 nin) ^ 



Have the group review their list of advantages and 
disadvantages. Ask them to briefly consider the 
PCV»s role In promoting breastfeeding In the 
community. Facilitate the disucsslon by asking: 
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- What might be major constraints to promoting 
breastfeeding In your Job? 

- What kinds of Information do you need to know 
before promoting or discussing breastfeeding? 

- What are .some possible strategies for 
promoting breastfeeding? 

Please note the points made In the Trainer Note 
below and Include them In this discussion. 
Distribute Handout 30A (Local Practices Regarding 
Infant Feeding) and encourage participants to use 
the list of questions as a basis for finding out 
essential Information once they get to their 
communities. 



Trainer Note 

The following paragraph from Guldellnas For Training Commiinrty 

Hsalih — Hfick&cs in Nutrition summarizes the conmunlty health 

worker*s role In relation to Infant feeding: 

"Where breast-feeding Is the normal practice |n a community, 
little or no education Is needed except for those with special 
problems, Ths traditional practice should be encouraged. In 
areas where traditional knowledge and practices are lost, 
especially In towns, education and personal support are needed. 
In many developing countries breastfeeding Is usual In the the 
first year of life. Recently, there have been some Influences 
which are changing this Important practice. These Influences 
Include urban ways of life, women working away from their homes 
to earn additional Incomes, the advertising of Infant foods, and 
the Idea that bottle-feeding Is modern and therefore somehow 
better. This Is wrong. Community health workers shou'd act to 
reduce the effect of these bad Influences on breastfeeding." 



Step 4 Weaning Foods Oenonstratlon 

(45 mln) 

Ask a member of the group to define "weaning" In 
relation to the discussion thus far on breast- 
feeding. Tell the group that to learn more about 
the weaning process, especially in the context of 
the local culture, they will participate In a 
simulation. Explain the following scenario: 

"You are mothers attending a wel l-baby cl Inic 
with your children (under 5 years of age). 
Every month your children are weighed and their 
progress monitored. Each time the health 
educator has some activity for you to learn 
more about protecting your children's health," 
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When participants have assumed their roles. 
Introduce yourself as the "health educator". L'sing 
local terms, names, and references to the local 
culture, present a story or health talk that 
discusses the weaning process, include: 

- Helcoene In local language. 

- Story that details the steps if the- weaning 
process by discussing and Illustrating foods 
to Introduce at different developmental 
stages. 

- Questions to mothers regarding what they could 
feed their child at each age. (I.e., Marl, 
now that your child Is crawling, what will you 
feed him?). 

-Demonstration -f a weaning food - a si Ight 
adaptation of a traditional porridge for a 
6-roonth old child (use local utonslis, food 
and cooking materials; have some "women" help 
with the preparation). 

- Tasting of weaning food. 

- Local proverb or phrase that depicts the 
gradual but steady process of weaning a child 
and tef ilng htm or her to eat (e.g., "Slow, 
slow, Cwich monkey In the woods"). 



Trainer Note 

The presentation of the story and weaning food demonstration should 
be realistic to the local setting and should be an example of how 
participants might present nutrition education to a group of women. 
Use Trainer Attachment 30C (The Story of Maya), Handout 30B 
(Questions & Answers about Keaning) and the picture stories In 
Resource Packet #12, "Breastfeeding nnd Weaning", to develop a 
presentation that represents the local situation. Also, tape 
posters (e.g., of the three food groups) on the wal Is to help 
simulate the clinic environment. 

Be sure your presentation and demonstration fol low the weaning 
principles outlined In Handout 30C (Guidelines for Weaning). 



Step 5 Processing the Weaning Foods Simulation 

(30 a In) 

first ask participants to briefly comment on how 
It felt to be In the role of a village woman at 
the clinic and how effective the nutrition 
education was. Ask the group: 
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(As village mothers In the role play) 

- Did you feel Involved In the learning? 

- Were you Interested In the Information? 

- Did you feel Inclined to try the food or 
accept any advice the health worker gave 
regarding your child? 

(As future health workers In your site) 

- What were the most effective aspects of the 
presentation? Most Ineffective? 

- How culturally appropriate was the language? 
Materials? 

- What problems would you have doing a 
presentation similar to this one? 

Next ask the group to recall all the technical 
Information on weaning they remember from the 
simulation. Have a discussion which addresses the 
main points Included In Handout 30B (Questions & 
Answers about Weaning). Write the key Ideas that 
come out of the discussion on newsprint for 
reference during the remainder of the session. 

When participants have finished pooling their 
knowledge of the weaning process, distribute 
Handout 30B (Questions & Answers about Weaning) 
and 30C (Guide! I nes for Weaning). Have the group 
look over the Information and ask about any points 
they don't understand. Ask participants to hold 
questions regarding multlmlxes for the next step. 



Step 3 Methods and Food Sources for improving 

(15 min) Weaning Foods 

Ask the group to review and discuss the expla- 
nation of multlmlxes on page 3 of Handout 30B 
(Questions & Answers about Weaning). Set out or 
have around the room some of the food Items you 
purchased for their practice preparation. Have 
participants point out possible combinations or 
mixes from among the food Items. Relate the 
amounts of multlmlxes and the three food groups 
which participants studied In Session 28. Briefly 
discuss how Volunteers can explain the concept of 
multlmlxes In a way that Is understandable and 
acceptable in the local culture. 
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If relevant to the participants work assignments 
and the communities where they wU I live, distri- 
bute Handout 300 (Methods and Food Sources to 
Improve Weaning Foods). Help the group Identify 
which types of preparation are most appropriate 
and feasible for local communities. 



Step 7 Making Weaning Foods 

(75 min) 



Ask participants to form small groups ^nd practice 
making a variety of weaning foods. Ask each group 
to first make a basic mix, then experiment with 
different foods to combine for multlmlxes. When 
participants have a number of dishes prepared, ask 
each group to describe their combinations to the 
others. Have everyone taste a little of each 
basic mix and multlmix. 

To close the session, give each small group one of 
the problems from Trainer Attachment 30D (Sample 
Problems In Infant Feeding). Explain that these 
are situations which Vo<unteers frequently 
encounter In the field. Ask the groups to decide 
and explain to the targe group what the problem Is 
and what advice they would give to the mother. 



Trainer Note 



As participants are sharing their various weaning foods with each 
other, encourage them to discuss the mixes In I Ight of the cost 
cultural acceptability, degree of difficulty In prepamton,' 
special equipment requirements and so forth. Fr«paraTjon, 

associated with the training center who have 
older babies, invite them to attend this part of the session aJd 
taste test some of the weaning foods with the children. 

If possible, give the small groups their case problems at the 
beginning of this step so they can discuss the so u??on with 
members of their small group while they work at the stations 
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LOCAL PRACTICES REGARDING INFANT FEEDING 



The following questions seek Information on local practices regarding 
breastfeeding; these are Important to know before beginning any 
promotional or educational activities. 

e Do most mothers breastfeed their babies? If not, how do they feed 
them? 

• Up to what age are babies breastfed? 

0 At what point do mothers begin breastfeeding? Immediately after 
birth? At 2 days old? 

e Is breastfeeding actively encouraged by doctors, nurses, midwives? 

• What Is the frequency of breastfeeding? on demand? hourly schedules? 

• What Is the baby fed If the mother goes out to work? Who feeds the 
baby? 

• Is there an "Indigenous formula"? e.g. a "gruel" or "pap" made for 
babies? What Is It? How Is It used? 

• Are there beliefs about certain foods or local herbs that Increase the 
milk output? 

• What are the common problems encountered before or during breast- 
feeding? 

• When do mothers feel that breast milk Is Insufficient and that other 
foods are 1o be given? 

9 What are the common foods given when weaning and In what form are they 
given? 

Add other relevant questions, e.g. regarding the use of bottle and 
formula. 
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Questions And Answers About Weaning 



The weaning age child is currently the subject of num- 
erous efforts to .educe infant mortality and improve 
child health. This chapter answers some frequently 
asked questions aboM weaning and the weaning-age 
child. These answers summarize available information 
and are the basis for the program recommendations 
made in the paper. Health and nutrition issues are cov- 
ered as well as determinants of weaning practices. This 
section draws on a number of references in the a ino- 
tated bibliography and especially Cameron and Hofvan- 
der's "Manual on Feeding Infants and Young Children". 

What is weaning? 

Weaning is the transitional stage when a young child's 
diet gradually changes from one of milk alone to a diet 
based on what the family eats. Weaning begins when the 
child is introduced to foods other than breastmilk (or a 
breastmilk substitute) (.nd is completed when the child 'v. 
fully accustomed to the regular family diet. During 
weaning, the child should continue to be breastfed, 
since breastmilk is an important nutritional supplement 
to the weaning foods. 

Weaning also has a social and psychological aspect. 
The special relationship • ^tween mother and child 
evolves as the child becomes more independent and 
other family members assume responsibility for the 
child. 

Why is the weaning period a dangerous time 
for infants and young children? 

During weaning the incidence of diarrhea and malnutri- 
tion is high, making the risk of mortality greater than at 
any other time in life. 

The foods offered to the child and the preparation 
and storage methods used may cause health problems. 
The weaning food, in most cases, is a watery, starchy 
porridge that provides fewer nutrients than breastmilk 
at a time when the child's nutrition requirements are 
increasing rapidly to meet the demands of normal 
growth. The porridge may be prepared with contami- 
nated water, unclean utensils and then stored for seveni 
hours before serving. The result is a food with enough 
harmful bacteria to cause gastroenteritis. 

When should weaning begin and 
how long should it '.. -t? 

The exact time for the introduction of food will depend 
on how well the child is growing. However, since rela- 




During weaning, foods from the family diet ore gradually added to 
the child's diet of breasimilk. Photo: Woild Neighbors 
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lively few children participate in growth monitoring 
programs, the best advice is to begin weaning when a 
child is between 4 and 6 months of age. By that time 
children are able to swallow and digest bland semisolid 
foods without difficulty. Generally, between 4 and 6 
months of age, the rapidly growing child needs food in 
addition to milk to ensure that nutrient requirements are 
met. 

Both the early and late introduction of foods have 
been linked with child health problems. Introducing 
foods before 4 months leads to an increased incidence of 
diarrhea and may Uad to increased mortality. On the 
other hand, the introduction of foods too late may 
mean nutrition requirements are not met, beginning the 
malnutrition process and leaving the child more vulner- 
able to other commoji childhood diseases. 

The duration of the weaning period varies among cul- 
tures and communities because the duration of breast- 
feeding and the age when children eat adult foods 
differ. Weaning can be completed when the child is 12 
months of age if the duration of breastfeeding is short 
and the transition to solid, "adult" foods rapid. Or, it 
can last through the second year of life in cultures where 
breastfeeding is prolonged and the introduction of 
foods from the family pot delayed. 

How should foods be introduced 
to the weanfng age child? 

The introduction of foods should be gradual. First 
foods should be given using a teaspoon, a few spoonfuls 
at a lime. The mashed or pureed first food can be given 
after breastfeeding if it is well accepted or before breast- 
feeding (when the child is hungry) if acceptance is a 
problem. Initially, the food can be given once a day, but 
within a month, the quantity, frequency, and types of 
food should increase. By 6 months the child should 
receive food 2 to 4 times a day. Children learning to eat 
often spit out the food. Mothers should be told this and 
reassured that it is not a sign that the child does not 
want to eat. A cup and spoon should be used for feeding 
since they are easiest to dean. Most Infants can learn to 
drink from a cup by 6 months of age. 

Once a child is accustomed to eating (by 6 or 7 
months), solid foods can begin to contribute signifi- 
cantly to the child's total nutrient Intake. However, the 
amount that can be eaten at one time is limi»?.d bv the 
child's small stomach. (A one-year-old cannot eat more 
than 1 to 1 '/2 cups, or 200 to 300 ml., of food In a meal.) 
Therefore, the food must be a concentrated source of 
nutrients or must be given more frequently. It Is recom- 
mended that these foods contain oil, fat, or sugar and 
that the child be fed a total of 4 to 6 times per day, 
counting both meals and snacks. To ensure that young- 
sters receive the food they need, their food should be 
sepc rated from the family pot and served In their own 




Local foods can be combined to make a nuiritious weaning food. 
Photo: Miiiam Krantz 

bowls. Gradually, food consistency can change: at 9 
months children can manage small pieces of easily chew- 
able fooas. Food quantity should also Increase. By 12 
months, children cnn eat most of the family foods. At 
about 18 months they should be eating half the adult 
quantity. This is an easy way for mothers to estimate 
food quantities. 

What kinds of foods are suitable 
for ihs weaning age child? 

A variety of foods are suitable. The kind of food 
depends on what Is traditionally fed to children, what 
food the family has available, and the amount of time 
the mother has to prepare weaning foods. 

After the initial introduction of the weaning food, it 
is recommended that the food does not rely on a single 
rngredient. The ideal weaning food combines different 
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types of foods and is fed to infants along with breast 
milk for as long as the mothers are able to breastfeed. 

The first foods should be bland, not fibrous, and 
well-mashed or pureed. The most «.ommon first fo :>ds 
are fruits, vegetables, and the local staple grain or tuber. 
As the infant begins to eat more, a basic mix of two 
ingredients, the staple grain or tuber plus a legume (nut 
or bean), should be substituted for the single ingredient 
porridge. Porridge from the basic mix should be richer 
in calories and provide much more protein than the tra- 
ditional porridge. 

After the first six months, when solid foods begin to 
supply a major portion of the child's nutrients, basic 
mixes can be replaced by mulliniixes, one-pot foods that 
make a complete meal. If the ingredients are combined 
in suitable proportions, the multimix nill supply enough 
calories (from carbohydrates and fats), protein, and 
vitamins and minerals to meet the nutrient requirements 
for maintenance and growth. They can be prepared 
from foods just for the child or from foods cooked for 
the family (as long as they are not spicy). Multimixes 
have four basic ingredients: 

1. A staple, or carbohydrate food; grains (rice, wheat, 
corn, millet, sorghum, or oats) are recommended over 
roots or green bananas because their protein content is 
higher and their fiber content is lower. 

2. A protein supplement: this can be a plant protein, 
such as beans, lentils, and nuts, or an animal protein, 
like eggs, yogurt, milH, fish and meat. 

3. A vitamin and mineral supplement, the best foods 
are those high in vitamin A, such as dark yellow or 
orange squash, sweet potatoes, and deep orange or yel- 
low fruits, like ripe papaya. 

4. A calorie supplement: the addition of fat, oil, coco- 
nut milk, or sugar will make the food more "calorie 
dense," because these foods provide calories without 
adding volume. 

What are other factors 

that determine weaning practices? 

Economic, social, cultural and environmental factors all 
play a role in what children eat and how they will be fed. 

The mother is principally responsible for feeding the 
child, and she is key to efforts to improve infant feeding 
practices. The child is dependent on her understanding 
of appropriate feeding practices and the limitations that 
orevent her from implementing appropriate feeding 
practices. Programs must take account of these realities: 

• The mother's beliefs and practices concerning wean- 
ing. These practices will be influenced by the family, 
community and culture. For example, mothers living in 
urban areas may begin weaning earlier than mothers in 
rural areas, because in many urban areas there is no 
breastfeeding support structure. 



• The mother's level of formal schoolir.g. This factor 
often parallels the mother's knowledge jf nutrition and 
has been shown to be positively correlated with her chil- 
dren's health status. (Mosley, 1982). The health status is 
likely to be better the more years of school the mother 
has attended. 

• The role of women in the society and in the family. 

For example, how much voice the mother has in how the 
faaiily income is spent. This will influence if income is 
used to purchase additional foods for the infant. 

• The mother's health status. If the mother is pregnant, 
or ill, she may have little energy to prepare a separate 
weaning food, or feed her child more frequently, in 
addition to her other responsibilities. 

o The amount of time the mother has av>>ilable for food 
preparation. Women are usually responsible for child- 
care and housework. Many women also work in the 
fields, market or factory. The amount of time they have 
av.iilable will determine whether, for example, they will 
be v.illing to prepare a multi-ingredient food separately 
for children, and the time they can spend processing 
ingredients before cooking. Busy mothers often cook 
foods early in the morning and store it for later con- 
sumption. In hot climaies particularly, bacteria in the 
foods multiply rapidly and cause diarrheal diseases in 
children. 

• The availability of household resources. Lack of 
water, sanitary facilities and cooking utensils may also 
make it difficult for mothers to guarantee their children 
uncontaminated food. These conditions may also pre- 
clude the use of multistep cooking procedures that 
require processing equipment. 

Other factors that influence infant feeding practices 
are: 

• Food availability. Some foods may be available only 
during certain times of the year. For example, ground- 
nuts may be available only 6 months of the year. Many 
of the family staples or the food available in the markets 
may be scarce or expensive during the time before 
harvest. 

Food availability in the family is directly related to 
food production and the food marketing system of the 
couniiy. Food production is influenced by climate, land 
tenancy system, farming methods (the types of crop- 
ping, fertilizer, and seeds), and the availability and use 
of agriculture extension services 

• Fuel availability. Cooking fuel (charcoal, wood, gas 
and kerosene) may be scarce, expensive, and time con- 
suming to obtain. (Many of these same constraints 
apply to water). Infant foods that require a long cook- 
ing time, such as improved khichun and sujt mixture 
(from Bangladesh) that needs an hour to cook, will not 
become part of a daily routine. 



(From: World Federation of Public Health Associations, "Program 
Activities for Improving Weaning Practices", pp. 5-7.) 
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GUIDELINES FOR WEANING 



• breastfeed solely for the first 4 months. 

• unless the weather Is very hot, breastfed babies will not need to 
drink water during the first few months of life. If water Is needed, 
feed baby boiled water with a cup and spoon. 

• add (expressed) breast milk to baby's cereal and other foods to 
provide proteins. 

• start giving semi-sol td foods (e.g. porridge) at about 5 months with 
an emphasis on protein rich c "3a Is. 

• add easily digestible foods, (we I i -cooked vegetables and soft fruits) 
gradually — one at a time. In small amounts. 

o add protein mixes gradually. Start with a 1:4 ratio of legume:cereal ; 
progress to 1:2 ratio of legume:cereal . 

• use protein foods that are easily digested and make the best use of 
complementary proteins. 

« after 6 months of age, weaning foods should Include nutrients from the 
3 food groups. 

• Infants' meals should not Include pepper and harsh spices. 

• salt and sugar should seldom be used In an Infant's meals. 

9 pound or chop foods In advance of cooking to help ensure that baby's 
foods are soft and not overcooked. 

• Infants should be fed small meals on a frequent basis (at least 4 
times a day). 

• at 12 months, a child can eat a modified adult diet (I.e., adequate 
protein, proper consistency, no harsh spices), 

• breastfeeding should be prolonged until the baby is 18 to 24 months 
old. 

• weaning should be a slow, consistent and progressive process of 
Increasing food types and amounts while slowly decreasing frequency of 
breastfeeding. 

« confidence, patience and persistence Is required of the mother in 
order to wean an Infant successfully. 
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METHODS AM) FOOD SOURCES TO i^e>ROVE WEANING FOODS 



Typt of Prtparatloiu 



AOyANTACES 



DISADVANTAGES 



1. Komo-preparad foods 
(lamny poi) 



Cost to a family can t» minimal. 

Have potential to affect (everyday 
betiavior with high probability 
that these changes will continue 
over time. 

Ingredients available locally. 

No new technology needed. 

Distribution and packaging costs 
nil. 



May require more ol women's 
time In processing and 
preparation. 

Require serious nutrition 
education ellort: stall and money. 
Personnel must be trained In the 
basic messages and how to 
communicate them. 

Food quality variable. 

Seasonal variations may leave 
families with few options during 

some months. 



2. VitlageXiroup prepared foods 



Food is made with some super- 
vision. Quality and hygiene 
should be ensured. 

Less expensive than central 
processing. 

Better practices are lea(ned when 
foods are prepared in a group 
situation than if centrally 
processed. 

Allow for some p<ocessir.3 that 
would be too timet consuming for 
mothers at home. 

Have potential to generate 
income. 

Can serve as a demonstratlof) of 
benufits of new local foods. 

Can generate community 
enthusiasm and other benefits 
through group work on a project. 



Make people dependent on 
purchased food and on food 
processing that cannot be done 
at home. 

Can be difficult to organize. 

Chance of long-range, home- 
based change, less than with a 
homemade food. 

Raw materials may be difficult to 
supply in a timely fashion. 

Require capital for "start up" 
costs and then maintenance 
costs must be met. 

Require small business 
management skills and personnel 
veiling to stay with the project. 

Need a strong education and 
promotton effort: stafi and 
money. 



3. Foods processed at central 
location 



Foods are made under 
supervision, so the nutrient 
content Is controlled. 

Save time for the person 
preparing the food. 

May save fuel. 



Cost of the product is high either 
to the government or families. 

Make families dependent on 
purchased food. 

(tequire capital investment for 
physical facilities for storage and 
processing. 
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Typt of Prtparatlom 



ADVANTAGES 



DISADVASTACES 



Foods unsuitable for 
consumption by Infants without 
processing can be made Into 
good, nutritious food. 

Can promote awareness of need 
fOr timely Introduction of food. 

Can be stored wltlwut 
contamination. 

Easily prepared. 

May be tlie most cost efficient 
way for tlie government to 
provide food to those families 
who cannot afford more or 
different foods. 



Requires a mariteting plan to 
ensure that price policies, 
distribution networi(s, and 
promotional strategies are finely 
tuned. 

Commercial foods may not reach 
the target group, but only those 
who can afford It. 

Raw materials may be difficult Ic 
supply In sufficient quantity 
because of poor crop yields or 
Irregular deliveries of imported 
foods. 

Packaging and distribution costs 
high. 

Changes in feeding practices 
made as a result of foods may not 
be easily sustained if foods are 
no longer available. 



Food Sources 



Advantatts 



Disadvanlates 



1. Imported foods (Donated or 
Purchased) 



Could provide higher cost 
ingredients, e.g. milic powder, 
than consumers can afford. 

Help governments subsidize cost 
of foods for low income families. 



If Imported food is different from 
local staples it may create 
dependence on foods difficult to 

replace locally. 

If the food me^: be purchased, 
use valuable foreign exchange. 

Supplies uncertain. 

Require extensive storage, 
packaging, and distribution 
operation; thus government costs 
are high. 

Nutrition education efforts may 
not be applicable to local foods. 

May be a disincentive to local 
production or to village efforts to 
rrteet Infant food problem. 



2. Local foods 



Call on people's creativity !o 
utilize or produce tocSi 
resource.*; to meet a need. 

Effort is more likely to be 
sustained over time. 

Can have a positive economic 
Impact In the family and 
community through Increased 
agricultural production. 



May require more time spent on 
the part of families or village to 
meet a tocal need. 
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Session 30» Trainer Attachmeiit 30A 



THE STORY OF A BOTTLE-FED CHILD 



Marangu Is a village In Africa where up until recently women have been 
breastfeeding their young ones. Marangu Is not too far from an urban 
center where there Is a child health clinic. 

Grace has lived In Marangu ail her life and Is married to a farmer. 
They have very little Income and now have five children to care for, 
Grace»s newest baby. Ell, Is 5 months old. She takes* hiro to the cl Inic 
once a month to be weighed. On her way to the c I In Ic, she notices 
pictures on a big board along the road — pictures of a happy, healthy 
baby boy being fed a bottle by his mother. Grace notices how happy and 
pretty the mother In the picture looks. Everytline she sees the pictures 
she thinks how wonderful It would be to be Just like this woman. 

Sometimes wanen dressed like nurses, come to the clinic to give free 
samples of forcSula. They also visit women In their homes to show them how 
to prepare the formula. Some of Grace's friends tell her that bottle- 
feeding with formula Is better for babies and easier for the mother. They 
say breastfeeding makes your breasts droop and look ugly. The more Grace 
listened to their talk the more she became convinced that she should start 
feeding El I with a bottle. 

The next time Grace went to the clinic, she took the money she had 
been saving for Ell's baptism and spent It all on 5 boxes of Infant 
formula. El! adjusted quite easily to the bottle. Grace however had some 
trouble with swollen and painful breasts. But she felt so happy at first, 
that the painful breasts didn't bother her. 

Grace couldn't read the directions on the box, so she mixed the 
formula with stream water until It looked "right". Ell was frequently 
sick with diarrhea but Grace assumed It was because he was teething and 
probably adjusting to the bottle. 

As time went by, her supply of formula begl'- "o run low and she began 
to use less and less of :t, as she mixed the botTies for EM. 

Ell began to lose weight and didn't seem happy. He was constantly 
either sick with diarrhea or constipated. His arms and legs were swollen, 
and he always looked miserable. Grace was embarrased to take Ell to the 
clinic. She felt foolish because she was not able to feed her baby with 
formula that was suppose to be so simple and easy to use. 

Grace decided too late that she should begin breastfeeding Ell again. 
She tried, but he was not able to get enough milk from her breasts. She 
had stopped producing milk because he wasn't sucking and now Ell was not 
strong enough to suck hard. Grace was miserable and Ell was close to 
death. 

Note: Adapt the story to Include the aost relevant factors (e.g. poor 
sanitation) which contribute to malnutrlrion resulting from 
Inappropriate bottle-feeding. 
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BREASTFEEDING AND BOTTLE-FEEDING: ADVANTAGES & DISADVANTAGES 



Breastfeeding 
Advantages; 

• naturally suited to 

needs and digestion of Infants 

• needs no preparation* less 
work for mother 

o ready on demand 

• lne>:penslve 

• clean 

• right temperature & 
concentration 

• contains protective elements 
for Infant 

• baby benefits from cuddling 
and close contact with mother 

• may delay conception, (however 
not reliable as a contra- 
ceptive) 

• helps uterus of mother return 
to normal size 



PI sad vantages i 

• sever I y malnourished mother 
who breastfeeds Is depriving 
both herself and her child of 
vital nutrients. 



Bottle-feeding 
Advantages i 

• a I lows mother more Indepen- 
dence, ability to work away 
from home 

• allows other members of family 
to feed child 

• (N. B. these may not be 
advantages for the baby) 

Disadvantages; 

• formula is expansive 

• formula needs to bo accurately 
mixed for adequate nutrition 

• takes preparation time 

• formula needs to be prepared 
using hygiene practices 

• baby Is more susceptible to 
diseases & Infections when 
bott I es/teats/ formula are 
contaminated 

• fuel needed for heating water 

• need adequate amounts of safe 
water to prepare formula and 
cSean bottle 

• more than one bottle and teat 
are ntseded 

• need cleaning utensils and soap 
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THE STORY OF MAYA 

Maya was born Just after the first moon of the new year. Her mother, 
Anna, gave her the breast right away. Maya was happy, healthy and 
growing. 

When Maya could sit by herself. Ana began to fix a liquid rice porridge 
for her. She gave Maya only one or two spoonfuls the first time. At 
first Maya Just spat out most of the porridge - but her mother continued 
to give It to her patiently. She knew that Just breastfeeding was not 
enough for Maya now - she needed more food. She had be^un to crawl around 
and was very active— she needed additional food to help her grow and give 
her energy to play. Anna also knew that Maya must learn to eat adult 
foods slowly so that when she was older and stopped breastfeeding, she 
would not refuse the new food and grow sick. Anna knew many children who 
had become weak and died when they were not allowed the breast anymore. 

Soon Maya was eating a small bowl of rice porrtdjje each morning and 
afternoon. After Maya began to like the porridge, Anne added some mashed 
bannanas or pumpkin, a little at a time. Soon Maya got used to trying new 
foods and she liked almost everything. She was st 1 1 1 breastfeed I ng but 
not as frequently. By the time Maya was ibie to stand up while holding 
onto something, she was eating a thicker rice porridge with pounded fish 
or an egg yolk. She was well and was rarely sick or unhappy. She was 
naughty at times. Her mother scolded her, but was very pleased- that Maya 
was healthy and well enough to get Into mischief. She was a smart little 
girl. 

By the time Maya was almost walking by herself, she had four new teeth. 
She was eating almost the same things the rest of the family was eating, 
only It was more mashed up and less spicy. She still had breast milk a*: 
least twice a day. Anna gave Maya small meals four times a day because 
she knew that babies couldn't eat much at one time. 

By the time Maya was walking by herself, she was eating the same foods as 
her family. Anna helped her eat by cutting her foods Into small pieces 
and giving her a good piece of fish or chicken at each meal. Slowly Maya 
stopped taking the breast, because she was very healthy and eating all she 
needed. 

Anna was wise to teach her child to eat adult foods slowly while still 
breastfeeding her. In this way Maya learned to like the taste and feel of 
new foods, before being deprived of breast milk. Maya continues to grow 
bigger, healthier and happier. 
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Session 30, Trainer Attachment 30D 



SAMPLE PROBLEMS IN INFAKT FEEDING 



A 9 month old child has scute diarrhea. He has been breastfed only 

and the mother Is convinced he's not ready to eat solid foods, because 

she says he gets diarrhea everytlme she feeds him. What would you 
suggest? 



A year old child brought to the clinic has not gained weight since her 
last visit 3 months ago seems apethetic and appears to have edema. 
When you ask what she's being fed— the mother says, "She doesn't want 
to eat". What could the problem be, and how would you go about 
handling the situation? 



You arrive at a friend's home and discover her cousin (from another 
village) feeding a young baby with a dirty bottle. When the subject 
comes up, you discover she Is not breastfeeding because this Is not 
her ch\' u The child's mother Is dead. What would you advise? 



Shortly after arriving In your village you notice a child about 2 
years of age sitting on the front porch of a nearby home. She Is 
lethargic, has a swollen belly, thin limbs and conjunctivitis. When 
you find her pas'ents, they say "she eats a lot". How would you go 
about handling this situation? 



(Develop other case studies based on the nutritional problems of Infants 
and young children In-country.) 
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Session 31 



PREVENTING MALNUTRITION 



TOTAL TIME 
OVERVIEW 



3 hours 



In the previous sessions, participants learned 
about and practiced preparing meals using 
locally available foodstuffs, for the purpose 
of promoting good nutrition. They also learned 
how to recognize the signs and symptoms of 
severe malnutrition and the Importance of 
breastfeeding and proper weaning for Infant and 
child health. 

in this session participants examine the causes 
and conditions which underlie malnutrition, and 
use this understanding to develop specific 
health education plans which have for ar. objec- 
tive the prevention of malnutrition by health 
workers, the family and the community. This 
session Is closed with a discussion of or visit 
to a Nutrition Rehabilitation Center. 



OBJECTIVES • To recognl2e and describe the chain of events 
leading to malnutrition. 
(Steps 1, 2) 

• To Identify and discuss possible strategies for 
preventing malnutrition. 

(Step 3) 

• To develop and present a health education plan 
fhat promotes good nutrition. 

(Steps 4, 5) 

• To explain the basic principles and methodology 
of Nutrition Rehabilitation. 

(Step 7) 



RESOURCES 



HelDinq Health Workars tflari^. Chapter 25 

Nutrition Rehabll itatlon^ Its Prantlcal 

AppI Icatlon. 

Handout: 
- 25D Session Plan Worksheet 
(From Session 25) 
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Trainer Attachments: 

- 31 A Story of All 

- 31B Case Studies 



MATERIALS Newsprint, markers 



PROCEDURE 



Trainer Mote 

Participants should be asked to bring to this session Information 
they gathered and analyzed during their Information gathering 
visits to the community (Sessions 12 and 13) and notes from other 
training sessions that you think would help them Idwntify 
underlying factors which may affect a chlld»s nutritional status. 

Since they will also be asked to design a health education 
activity, they should bring their copies of Helping Health Wpr}< ;^rff 
Lfiacn to this session as It provides many helpful Ideas of ways to 
teach and to learn about nutrition.. 



Step » Identifying the Conditions Which Underlie 

(10 mln) Halnutrltton 

Post the definition of "Causal Chain" and "Causal 
Web" (found In the Trainer Note below) on the wall 
and ask the participants to read It and discuss 
any questions they may have concerning these 
concepts. 

Tell the participants that In this step you will 
read theai a story and they should listen and 
Identify the causes (chains and web of hunger 
and nutrition mentioned In this story. 

Read the story adapted from Trainer Attachment 31 A 
(Story of All), 
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Trainer Note 

The definitions for causal chain/causal web that you should write 
on newsprint are: 

£ausai Chala can be considered "a chain of events leading to 

disease or III health". It Is a micro way of viewing a health 
problem. 

S^usai iifiJi may be defined as "ali the underlying factors 

contributing to and enhancing the disease state". It looks at a 
health problem from a macro perspective. 



Step 2 Procssslng The Story 

(20 min) 

As a means of Introducing a training activity the 
participants might consider using once at their 
work sites as well as a way to get them to think 
about the many related causes of hunger and 
nutrition, play the game called "Another One". 

Tell the participants that based on what they 
remember from the story that you have Just read you 
will ask them a question and they are to give an 
answer to that question and then "another one" and 
"another one". Ask for two participants to act as 
recorders and to write the answers given in terms 
of causal chains and webs and play the game. 

After the participants have generated as many 
answers as they possibly can, draw two columns on 
newsprint and title one column Causal Chain and the 
other column Causal Web. Ask the two recorders to 
list the factors that were mentioned under these 
headings. 

Have the group review this list as wel I as the 
Information they obtained from previous sessions 
and their visits to the community and address these 
questions: 

- What are other causes or underlying factors that 
have not been considered? (Please list) 
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- Which of the factors listed are most relevant to 
your programs and community? (Please circle) 



Trainer Note 



The list of factors related to malnutrition may Include: 



Chain Factor 
» Low birth weight 
Bottle feeding 
Abrupt weaning 
Parasitic Infections 
Lack of medical care 
Lack of sufficient 
protten/ca lories In 
the diet 
Dehydration 
Diarrhea 
Measles 
Malaria 



Web Factors 

• Inequitable food distribution 
o Insufficient food production 

• Poor utiifzatlon of available 
food 

• Poverty 

• Infections compounding 
malnutrition 

• Inadequate mtjdical care 

• Traditional beliefs/practices 
(e.g., food taboos) 

« Population pressures 

• Poor climate for growing food 

• Wastage due to pests 

• Low Priority of health/nutrition 

• Insufficient preservation of foods 



Step 3 Identifying Strategies for Preventing 

(20 min) Malnutrition 

Based on the list of factors the participants have 
Identified as most relevant to their programs ask 
the participants to Identify; 

- strategies for preventing malnutrition 

- realistic ways PCVs could Intervene In any of 
these factors to prevent malnutrition 

- ways you can Involve mothers, local health 
workers, health officials, etc. 



Trainer Note 

You should list the answers to some of the questions on newsprint 
as the participants state them. In particular you should list the 
strategies for preventing malnutrition next to the list of causal 
factors. Some strategies for preventing malnutrition Include: 

- Nutrition education 

- Promotion of breastfeeding 

- Use of nutritious weaning foods as a supplement to 
breastfeeding 

- Gardenlng/smal I animal raising 

- Adequate medical care, e.g. to treat parasitic Infections 

- Monitoring of child growth and development 

- Pre-Natal care 
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Step 4 Teaching Mothers About Child Health 

(25 mln) and Nutrition 

Ask the group to count off I, 2, 3 and to form 
three groups. Distribute one of the case stiiifles 
from Trainer Attachment 31 B to each group and ask 
them to develop a plan {using the p(ar«nlng work- 
sheet from Session 25) for a health education 
session that would have an Impact on preventing 
this situation In the future. 



Trainer Note 

Depending on when this session Is given, more or less time wlii be 
needed for this step. If this session Is held before Session 25 
then you will have to briefly Introduce the Session Plan Worksheet 
found in that session and work through one example using this 
worksheet. Another alternative to this step Is to lengthen the 
time substantially and have the groups not only plan but practice 
the health education activity and have them present It during the 
Health Day (Session 17). 

During this step tell the group that Chapter 25 of Helping Health 

Workers Issm. may provide them with useful Ideas and methods for 

teaching nutrition. 



Step 5 Reviewing Their Plans 

(30 mln) 

Ask one member from each group to present and 
explain In as much detail as possible their case 
study and the nutrition education plans they have 
developed for helping the community solve and or 
prevent this problem from reoccurring. 

After each group has finished their presentation 
ask the group for their comments. Have the group 
focus on: 

- The constraints they see in Implementing this 
activity 

- The cultural appropriateness of the activity 

- The approach used (e.g., lecture, dialogue, 
discussion, participatory/experiential) 

- The respect that the activity shows for 
peoplets knowledge and beliefs and practices. 
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Step 6 Nutr ft Ion Rehab f I Itat Ion 

(60 mtn) 



Tell tha group that In this step they win be 
visiting a Nutrition Rehabilitation Center to 
observe and learn: to 

- Hotf they are organized (buildings, staff, 
equipment, supervision, record keeping). 

- Types of cases they treat (severe and 
uncompl Icated PEM cases) 

-Types of subjects or topics they teach 
h^nloll planning, health, household 

budgeting, gardening, hoaie craft skills) 

- The work schedule 

- Folloa-up practices In the home or coowiunlty. 

I?!' ^^^^ "'■^^^ concepts that they derive froo 
this visit Hill be useful If once at thelrpo^ 
the community expresses an Interest In develop Inq 
or Improving a center where mothers take their 
malnourished Infants to be treated. 



Trainer Note 



Introduce this step by telling the participants that up to now In 
this module we have basically been focusing our attentloK on +S 
prevent malnutrition from occurring and If^eJere^jIijJ^J^oS'^Js 
occur how to recognize and treat tbe severe forms Soia^n 
another method of prevention that 08^0 doJe^JrlK el??l 
stages of malnutrition Is nutrition rehabll rta+ion ^ tk \^ 
purpose Of nutrition rehabllltaliir Is ?o 'IJu1a?a^he^^^^ 
through^^her active participation In the care and ^eJ^bimat^^ro? 

IL ^ ^ Nutrition Rehab I i Itat ion or Mothercraft Center Is 

not possible, you should Invite the supervisor of this tvol 
center to discuss his or her program with ^he^rou^. WMchelerwaJ 

JlUTrltlon Rehab tntfltfon for good Information on Dianntnn ^ 
operating a Nutr It Ion Rehab 1 1 Itat Ion Center. '^'^""'"^ 
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THk: STORy OF ALI 



All> was a large healthy baby vhen born. His mother breastfed him whenever 
.gave his "hungry cry". By six months All had his first tooth and 
.^e^sed to be growing faster than his cousin, who was born three weeks 
bisfore All. His mother was happy. Two of her four children had died 
dur^ig Infancy, but this time All looked quite healthy and happy. She was 
proud and content and continued to breastfeed Ail. On occasion she would 
give him a nlllet gruel. He seined to like It, but she dldn*t have time 
to make him a separate meal each day. She had a heavy schedule already; 
fetching water and wood, pounding millet, working In the fields, making 
one pot meals over a fire, going to the market, caring for her children, 
sweeping sand and animals out of the house. 

During the second half of AlPs first year, Al I 's father died and the 
expenses for his funeral put the family greatly In debt. AIPs mother was 
forced to go to work for another family and had to leave her baby In the 
hands of his 9 year old slster» All was no longer breastfed and the only 
food given to him tras that which was prepared for the rest of the family. 

The food was spicy and All was not accustomed to anything but the rice. 
He would pick at the food but never ate much other than rice. His mother 
watched sadly, as he became thin and miserable. He was frequently III and 
seined to stop growing. This Is what happened to her other two children. 
She was sure he was going to die, but accepted It as her punishment for 
being too proud and content with All when he was an infant. 



Session 31, Trainer Attachment 31B 



CASE STUDIES 



Case Study f1 

Food had never been abundant In the village of Agaiek, as It was close to 
the desert. Most of Tasha's large family had survived the last six years 
of drought, but all of her children were lean and didn't grow very fast. 
Her youngest child was born small and seemed to be a very slow learner. 
This year there had been enough rain and the wheat crop was good. Tasha*s 
husband sold two-thirds of the crop In order to get money to pay off some 
of their debts. Besides, they didn't have enough place to store that much 
grain. At the time It seemed more Importent to sell the wheat than save 
It, because other food was available. It was the season of fruits and 
vegetables and the children were always eating mangoes or tomatoes. 
However, times got harsh again. Their wheat supply also ran very low 
rapidly because much of the stored grain was damaged by Insects and rats. 
Tasha's husband went Into debt again to buy what little food was available 
to keep the family alive. 



Case Study #2 

KIku was a healthy baby. At 18 months she was still being breastfed and 
race I" I ng some supplementary food on occasion. At times, Klku's mother 
(Aru> attended a clinic whe^e KIku was weighed and Aru given a soybean 
Rieal to prepare at home for KIku. When KIku became sick with a cold and 
diarrhea, Aru Immediately stopped feeding her believing that food made the 
diarrhea worse. At first Aru did not take KIku to the clinic because It 
did not seem necessary, she would get better. But then KIku became worse 
- she developed a heavy cough and fever and was very weak from the Illness 
and lack of food. By now Aru was too ashamed of her condition to take her 
to the clinic. She decided to go to a traditional healer Instead. 



Case Study C 

Jose was 2 1/2 years old when he returned from the hospital 40 miles away. 
He had suffered from a severe case oi protein deficiency and stayed at the 
hospital for two mon.hs getting treatment. He was now at a weight 
appropriate to his age and In fairly good health, so he was allowed to go 
home. His family was happy to have him back home. His younger sister was 
now 1C months old and beginning to eat fome of the family food too. Jose 
quickly went back to eating the familiar pattern - yams one day, rice the 
next. He was also back to the familiar environment with the pigs and 
goats wandering around the yard. It became his Job to chase them away 
from the cooking area. Jose soon had worms again, like all the other 
children. His belly was bloated and hard, he was either constipated or 
had diarrhea and frequently his mother saw worms In his poop. She didn't 
know where they came from or what damage they did to her son. After a few 
months, Jose began to show the signs of Kwashiorkor again - puffy looking 
ankles and hands, thin upper arms and he was always miserable and not 
hungry. His parents didn't know what to do - they couldn't afford to send 
him back to the hospital. Besides It didn't seem to cure him - since the 
"disease" came back so fast. 



Module 6 

Ite+nrnal and Child Health 

Behavioral Objectives 
By the end of this module, participants wMi be able to: 

1. List three signs of pregnancy. 

2. State three things that pregnant women should do during the 
course of their pregnancy. 

3. Identify four signs that Indicate high-risk pregnancy. 

4. Describe five signs of healthy development of children aged 
up to two years and state the ages a child usually exhibits 
these signs. 

5. Explain the use, sidb effects and effectiveness of five 
methods of contraception. 
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NORMAL PREGNANCY AND PRENATAL CARE 



TOTAL TIME 
OVERVIEW 



3 hours 



"A healthy baby begins with you" Is the most 
Important health message for pregnant women. 
This session therefore focuses on ways to help 
women protect their own and their unborn 
child's health during pregnany. 

In this session, participants learn the signs 
of pregnancy and how to sensitively discuss the 
topic with villagers. They^ team how to do 
basic prenatal counselling In nutrition, 
self-care and management of routine pregnancy 
complaints and how to help monitor normal 
pregnancy progress to recognize when to refer a 
pregnant woman for medical attention. Through 
peer teaching with visual aids, rol6 play, and 
practicing of counselling skills, participants 
gain skills and sensitivity In working with 
pregnant women In the village setting. 



OBJECTIVES • To recognize signs and symptoms of pregnancy 
and to describe the diagnosis of pregnancy. 
(Steps 1, 2) 

o To describe normal progress In pregnancy. 
(Step 3) 

• To demonstrate and practice prenatal coun- 
selling In self-care, nutrition and management 
of routine pregnancy complaints In the village. 
(Step 5) 
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^^^^^^^^ - Helping HPnIth Workf^n (f^nrn. Chapters 21 and 
- Where There Ir. Mn nrv^f^r Chapter 19 

Trainer Attachments: 

- 32A Role Play On Pregnancy 

- 32B The Normal Progression Of Pregnancy 

- 32C Prenatal Counsel I Ing 

- 32D Normal Delivery 

- 32E Five Essential Steps To Fo I low During 

The Baby's Birth 

MATERIALS Props for drama or role play, newsprint. 

markers, v I sua J aids or films on pregnancy and 
norma I delivery, birthing kit. 



Trainer Note 

LfZ^^in'''*'^? 4.'"^''°'; ^^^^I'+'ona' birth attendant should ba 
Invited to assist during the presentation of this session The 
presence of trained health person-' Is extreme y import Snt IS 

hfnL \l ^. +a'klng a , the local traditions and 

br g'' '°:?Mes'o» .^^'i^-V +he chl Id!' Z't^KeVJo 

oring slides or other visual aids and their birthinq kit Tell 

1,2' Jt simulation/demonstration of tSe act vlJ?is 

I prUa'teJ °"',f'"ai"f . .'J' it]'' birthing process willd be 

appreciaTed. It at all possible, a v s t to a clinic or hosni+ai 
to see a I Ive birth should be arranged. hospital 

Prior to this session ask a participant to prepare a presentation 

Also, In advance of this session, ask four participants who are 
hL'm"'?o'^ knowledgeable or Interested In Ul? a? anS chN d 
aitl ,! cf^TV? <lemonstratIon on prenatal counselling ?o be 

tef^jLr ■sr.r:, 'j^:?? 
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Step 1 Recognizing The Signs of Pregnancy 

(35 mln) ^ , ^ 

Review the objectives and give a brief 
Introduction to this session.. 

Next ask for six volunteers to be role players. 
Ask them to team up In pairr and distribute the 
roie sheets (Trainer Attachment 32A) to each 
pair. While they are preparing for their parts 
ask the rest of the group to help you arrange the 
physical setting for the role play. Tell the role 
players they have 20 minutes to prepare for their 
role play. 

Describe the setting for the role play (see 
Trainer Attachment 32A) and ask the role players 
to begin. 



Trainer Mote 

Tell the participants who have volunteered for the role play that 
they should try to Incorporate as much of what they know about -the 
local culture and organization of health centers Into their roles 
as possible. They can refer back to what they learned In Session 6 
(Health Care Delivery Systems) as well as Sessions 10-13 on 
Coiwnunlty Analysis. if possible, the participants who play the 
"nurses" should have some knowledge of the signs and symptoms of 
pregnancy. The roles of the pregnant women In the first and third 
scenes should be actual pregnant women from the community If 
possible. 



Step 2 Processing The Rple Play 

(15 mln) 

After the role play facilitate a discussion 
focussing on: 

- What signs or sympt<»is mentioned Indicated 
pregnancy? (Generate from the group a 1 1 the 
signs discussed In the role plays: add any 
additional signs that should be Included? 
record on newsprint.) 

- What relevant questions did the nurse ask 
about the present or past pregnancies? 

- Why do you think these were Important? 

- What should the nurse have askerf or done but 
didn't? 

- in each case, how could the interaction and 
the Interview process have been Improved? 

- What do local people Identify as signs and 
symptoms of pregnancy? What terms do they 
use. 

- Any further questions, com^snts, suggestions? 
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- laboratory test confirmation 

- enlarged and/or tender breasts 

- darkened nipples 

- "morning sickness*' 

- weight gain and abdominal distention 

- local spiritual or traditional beliefs such as Dosltlve or 
negative changes In the woman's complexion o? ha?r tIx?u re 
or different responses to the woman from animals or 

pfi&s,tr '^^'^ appetItr':?'^o^s 



step 3 
(20 min) 



Discussing The Normal Progression of Pregnancy 

Ask the preselected participant to give his or her 
presentation on the nofmal pFo^ressIon of 
pregnancy (Trainer Attachment 32B). °^ 

Based on this presentation and other Information 

li\rlT'^^^''''1. °^ ^" ^^'■'y ^"'^ accurate diagnosis 
of pregnancy. Items for discussion should Include: 

- The effects of the pregnant woman's health on 
the newborn (I.e. malaria, overwork) 

- The need for vaccinations to prevent tetanus 
In the newborn 

I lil iS'"?"''Vl inonltoring fetal development 

- The need to eat for two. 



Trainer Note ' — 

Wsual'l^Ss P'"?=«"+^+'°" should be encouraged to use 

^^e ?iegl%.'"' '° ''"P"^^'^^ '''' -onilnoe, mon?torIng"o? 

l^llJssToTLT Ji\ '!^P °" normal pregnancies 

SellTntl °^ ^^^^''^'^ ^"'^ pregnancies shouldVheM fo^ 
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Step 4 Prenatal Counselling 

(30 mln) 

Have the participants who have been asked to 
facilitate this step present their counselling 
session. 

At the end of their demonstration have the 
participants discuss and list on newsprint, what 
they observed and learned concerning: 

- the minor symptoms of pregnancy (nausea, 
vomiting, dizziness, discomfort) 

- ways to treat these minor symptoms 

- nutritional needs during pregnancy 

- general hygiene practices 

- normal physical changes a pregnant woman 
should experience 

- general stages of fetal development during 
gestation 

- local attitudes toward sexuality and pregnancy 

- what the volunteer needs to know to feel 
competent when discussing these topics with 
pregnant women 

- Other questions, concerns, comments. 



Step 5 ^k>rmal Del I very 

(30 mln) 

Introduce the nurse-mldwife or traditional birth 
attendant who has been Invited to discuss and 
demonstrate, the stages of labor, and the birthing 
procpss using pictures, slides or simulations. 

Afterwards facilitate a discussion onj 

- the labor symptoms 

'- The stages of del I very 

- The various positions a woman can take during 
del I very 

- The role of the midwife or TBA during and 
after delivery 

- The equipment needed and used during this 

process 

- Your emotions and concerns for the mother and 
child while viewing the process. 
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Trainer ^k>te 




if possible the participants should visit a cl Inic or hospital 
where they can witness a real delivery. 

Trainer Attachment 32D (Labor and Delivery) and Where There is No 
Doctor ^ pp. 259-262 should be reviewed by you and If any of the 
points covered have not been mentioned or discussed please mention 
them at this time. 



Step 6 The Birth and Care of the Newborn 

(35 min) 

Ask the partlclp.'^nts to briefly summarize the 
steps to take to Insure a normal and healthy 
pregnancy and del Ivery* 

After .they have listed what they recall frojn the 
previous steps, you the midwife should conduce 
this session by discussing and demonstrating the 
five essential steps to follow during the baby*s 
birth and the essential care given to the newborn 
(Trainer Attachment 32E). 

Conclude by asking the participants and guests to 
discuss what roles ?CV*s can play In providing 
prenatal care and what further Information they 
need to feel comfortable to be effective In this 
role. 



Trainer Note 

Review pages 262-265 for Information on the care to be given to the 
baby and mother Immediately after birth. 
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ROLE PLAY ON PREGNANCY 



Role Play; 

The scerw should take place In a two room building, with a nurse 
Intervlewlijd and weighing woman in one room and another nurse doing 
prenatal examinations In the other room. The three women who will be 
Interviewed are coming to the clinic for the first time and are a bit 
fearful and hesitant. The rest of you are ail women waiting to see a 
nurse. You have been waiting all morning In the first room where the 
nurse conducts interviews. The nurses have already been working 4 hours 
and as you know, there are still many women watting. 

Depending on the cultural setting and norms regarding pregnancy In the 
host country (whether inquiries about pregnancy would be explicit or 
covert), ask the participants to adapt the attached three role play 
situations. The three women's responses should reflect their state of 
pregnancy: 

- First Woman; about 2 months pregnant 

- Second Woman; not pregnant, but has some questionable signs 

- Third Woman: obviously pregnant, with a history of prior 

complications 
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Dialogue i^ 

(Between a nurse and woman who Is 2 months pregnant) 
Hursa: Good Morning, How are you today? 

Itomaa: I feel fine - a little tired, my mother thinks I am pregnant. 
jEiunSfi: Have you been pregnant before? 
ilsmn: No. 

hurs&i Have you noticed any change In your bleeding cycle? 
itafflan: Yes It has not come for 2 months. 

iium: Have you felt sick during this time? Has your stomach been 
upset? 

laman: Yes, In the last month I have felt sick every morning. I can not 
eat much. Sometimes when I eat, the food comes back up. But I 
usually feel better later In the day. 

UilESa: Have you seen any changes In your body? 

Jitemaa: My breasts are bigger and they feel soft. 

HUCSS: Are you eating well during the day? 

MsmRi Since I feel sick much of the morning, I am not hungry. 
Sometimes I eat In late afternoon. 

HuESfi: I too think you may be pregnant. Let's go In here, where It !ll 
examine you and tell you some good foods to eat In the morning so 
you will not feel so sick. i will also explain why It Is 
Important to eat well to help yourself ar the baby be strong. 
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Dialogue <2 

(Between a nurse and woman who Is probably not pregnant) 
HUESfi: Good Morning. How are you today? 

Itemaii: Very tired and worried. I am afraid I am pregnant again. 
JiUESfi: Have you missed your monthly bleeding? 

Ksanaa: Yes - it did not come lest month - my belly hurts and I'm always 
tired. 

lilUJCSg: How many children do you have? 

Hinoan.: I have had eight children, five are still living. 

Hucsfi: How are your children? 

iismaii: They are troublesome and I worry about them, i don't want to 
have another baby. 

JHUESfi: Are you eating well? 

tfonaa: I do not feel like eating. I am so worried about my children. 

JlUTJSa: Has your stomach been upset? 

itoinaa: No, but sometimes I feel so hot, like I have a fever. 

jluHSfi: Have you been using anything to stop you from becoming pregnant 
again? 

ItefliQa: Yes, f take the pills I buy at the pharmacy every month. 

Jilursg: Do you take them every day. 

tfomaa: Yes, but I am not sure they are working. 

jjUESi: I am not sure that you are pregnant. You may Just have some 
signs because you are too worried. After I examine you, I will 
send you to the doctor - he will be able to tell If you have a 
sickness, and he wIM have tests taken to see If you are really 
pregnant. 
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Dialogue #3 

(Between nurse and woman who Is about 6 months pregnant) 

Nurse t Good Morning. Sit down please. I am going to ask you some 
questions so we will know you better and help you have a healthy 
baby. How are you feeling today? 

iicniaJi: I feel good. 

Nurse t Can you remember when It was you last bled? 
Kemafl: Oh, It was at the start of rice harvest. 

Jiunsfi: So you are porbably In your 6th month now. Have you felt 
movement In your belly? 

jioman: Some movement at night. 

Nurse t Have you been feeling good since you started to carry this baby? 
itoinans Yes, I have not been sick at all, 
Nurse t How may children do you have at home? 
Woman t Four children, one Is my sister's child. 

Nurse t How many times have you had a child In your belly before this 
time? 

Woman 1 Six times, two babies died before they were born and my first 
baby - a girl - died of the fever before she could talk. 

Nurse t Who delivered your children? 

Woman t Old lady "Nana" In my village delivered ail my children, but she 
died last year. So i came to the clinic. 

Nurse t It Is good you came to the clinic. I am going to examine you now 
and I want you to tell me as much as you remember about your last 
pregnancies, what foods you are used to eating, and other things 
I need to know to help you deliver a healthy baby. 
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THE NORMAL PROGRESSION OF PREGNANCY 



Introduction! 

It Is Important for participants to recognize conditions and changes that 
occur during normal pregnancies, primarily so they will be able to 
recc^nlze marked deviations from these normal events as potentially high- 
risk situations which require medical Intervention. The goal of this 
lecturette, therefore Is to enable participants to recognize signs and 
symptoms of pregnancy and to recognize and describe accurately the 
progression of a normal pregnancy. 

The attached Information may most helpfully be presented as a dialogue of 
questions and discussion points Including: 

- the Identification of signs and symptoms of pregnancy 

- description of normal weight gain during pregnancy and the 
Implications of more or less weight gain for maternal and fetal 
health (I.e.: much less may cause a very premature and unhealthy 
newborn, and much more may suggest underlying disease, such as 
diabetes In the mother, and also cause an unhealthy newborn and 
difficult delivery) 

- description of the norral physical changes a pregnant woman should 
experience during pregnancy 

- description of the general stages of fetal development during 
gestation 

Drawings which Illustrate the different stages of pregnancy (both of 
maternal and fetal growth and change) should be used for this presentation 
as well as graphs which Indicate a normal weight gain, wall-charts and any 
other posters which Illustrate maternal and fetal growth. 
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1. Qianges During Pregnancy - 
The Uterus 



TTic most obvious change observed in the woman's body 
during pregnancy is the increasing size of the abdomen 
caused by the enlarging uterus. Over the 40 weeks of preg- 
nancy, the weight of the uterus mcreases from 50 to 60 g to 
KXX) g. Its capacity increases from 2 to 10 ml to a size 
large enough to contain a full-teim fetus and a liter of 
amniotic fluid. 

The uterus of the nonpregnant woman is a small, pear- 
shaped muscular organ. It lies la the pelvis, between the 
bladder and rectum. In the first weeks of pregnancy, the 
uterus enlarges gradually and begins to exert pressure on 
the surrounding pelvic organs. Dupng this timcTwomen 
frequently complain that they have to urinate often. 

By the end of the 3rd month (or 12th week), the growbg 
uterus has become nearly round in shape. It has become 
too large to remain totally in the pelvic cavity. The exam- 
iner can feel it in the abdomen as a firm, spherical muscle 
just above the pubic bone. As the uterus rises out of the 
pelvis, pressure on the bladder is somewhat relieved. At 
this stage, the fetus is 6-7 cm long. 

By the 5th to 6th month, the uterus hac risen to the level 
of the umbilicus and has become oval. It sometimes leans 
or rotates toward the right. The fetus now is 25 to 
30 cm long. 



Duting the later months of pregnancy, the enlargb" 
uterus displaces the stomach and intestines and causes the 
diaphragm to rise. Pressure on the stomach and intestines 
may slow mtestinal action and the emptying time of the 
stomach. This leads to complaints of indigestion, con- 
stipation, and gas pains. 

By the 9th month the growing uterus reaches the lower 
Up of the sternum. In a woman pregnant for the first tun^^ 
the fetal head settles into the pelvis about two weeks 
before delivery. The uterus drops to the level it had 
reached at 8 or months. In a woman who has delive/ed 
previously, this may not occur until labor begins. 

In a normal pregnancy, the growth of the uterus is pre- 
dictable, constant, and steady. Failure of the uterus to 
grow steadily might indicate that the fetus is dead. A 
uterus that is larger than would be expected for that stage 
of pregnancy or one that is growing more rapidly than * 
usual may be due to the presence of more than one fetus. 
It may also be caused by such problems as abnormal 
growths or an excessive amount of amniotic fluid. 

The nurse or midwife should closely monitor the growth 
of the uterus. If the mcrease In size of the uterus appears to 
be abnormal, the woman should be referred to an appro- 
priate medical facility. 
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Changes During Pr^ancy— 
Breasts and Skin 



Breasts 

Changes in the breasts appear early due to increased 
amounts of maternal hormones. Usually, the woman first 
notices fullness, tenderness, and tingling in the breasts. 
Then, by the 2nd month, the breasts become larger. As 
more blood is needed, small veins increase in size and 
become more visible. 

The nipples become more erect and darker. The areola, 
the pigmented area around the nipple, becomes darker 
and larger. The changes depend on the normal color of the 
woman's skin. The areola becomes dark brown to black in 
pregnant women with dark hair or skin, dark pink in 
women with fair hair or skin. 

In some women, an area of splotchy color, referred to as 
a secondary areola, extends beyond the areola; sometimes 
it covers almost half the breast. This color may remain as 
long as a year after delivery, but in most cases it eventually 
fades. ^ 

Certain glands of the areola, called Montgomery's 
tubercles, also enlarge. They appear as small nodules. 
These glands produce a substance that keeps the nipples 
soft. 

As early as the 4th month a thin, pale yellow fluid called 
colostrum may be expressed from the breasts. 

Chloasma, or Mask of Pregnancy 

Changes in the amounts of certain hormones cause 
increased pigmentation, or color, of the skin during preg- 



nancy. On the face, irregular brownish patches may 
appear around the ey<s and over the cheekbones. This is 
called chloasma, or the "mask of pregnancy." It occurs to 
some extent in most women and sometimes is very notice- 
able from about the end of the 2nd month until delivery If 
the woman is upset by the coloration, she can be reassured 
that It usually disappears after the baby is bom. 

Linea Nigra 

Increased pigmentation is also seen on the abdomen. A 
brown line (linea nigra) goes down the center of the abdo- 
men from the umbilicus to the pubic bone. It becomes 
progressively paler after delivery. 

Striae Gravidarum 

Tiny scars or stretch marks may appear on the abdomen 
as early as 16 weeks. About half of all pregnant women 
have some of these marks by the later months of preg- 
nancy. They appear less frequently on the breasts and 
thighs. 

These lines, called striae gravidarum, are due to stretch- 
ing of skin that has been softened by maternal hormones. 
When fibers in the deeper layers of the skin separate, 
bluish pink or purple streaks appeer on the skin surface. 
After delivery the marks remain but fade to a silvery white 
color that is less noticeable. 
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Changes During Pregnancy: Breasts and Skin 




1. Secondary Areolae 




2. Blue Veins 





4. Chloasma 



3. Montgomery's Glands 




5. Linea Nigra and 
Striae Gravidarum 
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Common Fetal Positions 
and Presentations 



A safe delivery depends upon the adequacy or (he 
maternal pelvis, the size and position of the Tetus and the 
forces of uterine contraction. If the woman has safely 
delivered one or more full-term infants vagbally, her pel- 
vis probably is adequate in size and shape. Delivery could 
be a problem, especially in a first pregnancy, if the woman 
is young (under 15 years), very short or has skeletal defor- 
mities. Any woman who has had previous difficult 
deliveries, cesarean sections, or stillbirths should be 
referred to a physician. 

_ The posture of the baby's body and its position in rela- 
tion to the mother's pelvis also is important. The fetus 
needs to be in a position that allows it to flex, extend and 
rotate as it goes through the pelvis. At all times, the longest 
diameter of the fetal head must be in the same direction as 
the greatest diameter of the pelvis. 

Posture 

Normally the fetus is curled up in the uterus. The back 
is flexed, and the chin touches (he chest. The legs are 
drawn up, with the knees bent. The arms are at the sides or 
crossed over the chest. The buttocks are in the top of the 
uterus, whereas the head is down with the top portion of 
the back of the head closest to the cervix. In this posture 
and position the fetus fits neatly in the uterus and occupies 
the least space. It is in the best position to enter and pass 
through the pelvis. The baby's position in relation to the 
mother's pelvis is described in terms of its lie, presentauon, 
and position. 

Lie 

_ Normally the long axis (the length) of (he fetus* body 
lies in the same direction as the mothet's, with the fetal 
head in either the top or bottom of the uterus. This is 
called a longitudinal lie. It occurs more than 99% of the 
time. Occasionally, the feius may be lying transverse with 
the head and buttocks in opposite sides of the uterus rather 
than in the top or bottom. 

Preseatation or Presenting Part 

The presenting part is the part of the fetus' body that is 
in position to enter the birth canal first. It is the part felt 
upon a vaginal exam as the cervix dilates. 

In a longitudinal lie, either the head or buttocks is the 
presenting part. If the head is presenting, it is a cephalic 
presentation. If any part of the buttocks is presenting it is 
called a breech presentation. 

In a transverse lie, the shoulder is the presenting part. 
This is an obstetric emergency; it is impossible for a fetus 
at or near term to enter and pass through the pelvis in this 
position. Any pregnant woman suspected of having a 
transverse lie should be referred to a hospital for deliveiy. 



Position 

Position is the relationship between a specific portion of 
the presentbg part and the mother's pelvis. The portions 
of the presenting parts commonly used is points of refer- 
ence are: the occiput In a vertex presentation; the chin 
(menlum) in a face presentation; the sacrum in all breech 
presentations; and the scapula in a shoulder presentation. 
The presentbg portion is directed toward either the front 
(anterior), back (posterior), or side (transverse) of cither 
the left or right of the mother's pelvis. PosiUons are fre- 
quently abbreviated using three initials. The most 
frequently occurring position is left occipital transverse 
(LOT). In this position the occiput is directed toward the 
left side of the mother's pelvis. Other common and prefer- 
able positions arc left occipital anterior (LOA) and right 
ocdpital anterior (RCA). In,thcse positions, the occiput is 
directed toward either the left or right front of the 
mother's pelvis. 

In left or right posterior occipital positions, the back of 
the fetal skull is directed toward the mother's back. Fetuses 
in these positions frequently rotate during labor so they 
deliver in an anterior position. Fetuses may be delivered in 
a posterior position. However, labor usually is longer and 
the woman has more discomfort from back pain. " 

Rarely, when the head is the presenting part, it is not 
flexed (with chin on chest). In" these cases the presenting 
part will be the brow or face. Most of these fetuses can be 
delivered vaginally, but labor is prolonged, the woman 
suffers more pain, and the perbeum is more likely to be 
torn during delivery. The bfant will have a bruised face 
and will need to be observed closely for respiratory diffi- 
culties. Such deliveries should take place in a hosp'ital. 

In breech presentations the lie is longitudinal but the 
head is in the fundus. Breech presentations occur m 3% to 
4% of cases Most often, the buttocks are presenting, the 
hips are flexed, and the legs are extended against the body, 
with the feet touchbg the face (frank breech). Sometimes 
the buttocks are presenting and the thighs and legs are 
flexed b a squatting position (complete breech). Other 
variations are with one or both feet or knees presenting 
(footlbg breech). All breech presentations should be deliv- 
ered in a hospital. 
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PRENATAL COUNSELLING 

Sltuatfon; 

The scene should one In which a recently married young woman Is being 
"watched"/ probed for "proof of her fertility" and signs of pregnancy 
(especially by her husband's female relatives). She Isn't sure If she Is 
pregnant or not, but hasn't been feeling well lately. She also does not 
know what. If any^thlng, she needs to do If she Is pregnant 

Depending on the cultural setting and normative behavior regarding 

pregnancy In your country (whether Inquiries about pregnancy would be 

explicit or covert), adapt and create the role play with the following 
characters: 

- Pregnant and recently married young woman 

- Older women Ir. village (perhaps TBA and/or husband's relatives)— 
giving advice and aslclng leading questions) 

- Female or Male PCV 

- Health Worker (Optional) 

If women usually bathe or gather to wash clothing at a stream, river or 
public tap, this may be the appropriate and typical scene for exchange of 
personal information. If another setting is more appropriate In your 
country, adapt the role play accordingly. 

The questions which should be asked In preparation for and after this step 
are: 

- How can the PCV provide useful advice to pregnant women? What Is the 
most effective and likely forum to share this advice In? 

- How Is the PCV likely to learn about a woman's pregnancy and can the 
PCV (male and/or female) appropriately offer advice? 

- Will the PCVs advice be we 1 1 -received and what can the PCV do to make 
the advice more appropriate and acceptable? 

•* How should the PCV deal with bad advice given to a woman from a 
traditional healer or others in the village? 

The advice that should be offered during this counselling session should 
include Information found In the following pages of this attachment. 
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MATERNAL AND CHILD HEALTH 



lL'"'?LJ^'^rhSir^ countries a large proportion of children die before 

proportion of death and disease occu^fn chl^^LS" n' thte ellls 'iTll 
even larger proportion of the disease-preventive ootentla? Is 1m 
g this period. Most prevention must be^aNy ri Iff ifbeeflLtfJe 
This preventive effort should begin with the care of pregnancy. 

Diet and Nutrition During Pregnancy and Lactation 

«?+h?r'"!L ^1' the mother Is chiefly responsible for care 

mlrlfialM IS!'^ °^ 'I!^'"^" dependent children, anS poo? ma?ernat 
Si^moSa neeJs' aT^J"^'^ '"''T ^or'such ^Mfd^el? ?hi 

ToXrL aTa% lLl'hZT,el%l: ~ breast- feeding are 

su?Ti.i!l!+ viewpoint, the mother's diet should provide 

?S g^ heSlIi; S^^inn"*'""""'* ^° "''f^'" ^"^ fetus (uiborS babW 
nLcf^fi ''?3'+*'^^<'"rIng pregnancy. An adequate diet provides for the 
physica strength necessary during labor and del I very After hi Sh « 
good diet continues to support an adequate ?|oJ orS?;asf Ink im^u? 

u???;iolai tb^^:' Jrr:^ °' iind f?n ,rs 

SeSlIi%"?egnaSc!2. """"'''''^ "^^'^h the';;K>ther 

Effects of Inadequate Diet for the Prc^.^ant Horoan 

1. The lack of protein could cause brain damage to the child. 

The lack of Vitamin A could lead to visual problems for the child. 
ieaVht'nIii? Sliltf^ ""^^'^"^^ -^"^r which could 

^* ^"5 '^^"^^ hardness because the 

baby takes calcium needed for his/her bones and teeth. 

^' IL Jo^Kf^l!®'" ®"°"9h body-bullding foods, she may 

not be able to produce enough breast milk for her child. ^ 

c. jhe mother my become anemic If the storage of Iron In her body 
is low. The baby will take the Iron he/she needs from her. 
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4, Iron ' deficiency In the mother before birth can lessen the baby's 
supply of Iron after birth so that he or she may become anemic. If 
the Infant has an adequate store of Iron built up while Inside the 
mother, breast milk serves as an adequate diet during the first four 
months. Breast milk does not supply Iron, however, and therefore the 
Infan-*^ will need Iron-containing foods added to his or her diet after 
four months of life. The Infant will need Iron added to his diet 
during the first four months if the mother did not have enough In her 
diet during pregnancy. 

5. Abortion, miscarriage and stlll-blrth occur more often In poorly 
nourished women. Nutritional deficiencies Increase the chance that 
the baby will be malformed; generally poor diets of mothers may cause 
babies to be born undersized. 

Care of the Pregnant Woman Before Birth 

Many complications and deaths of mothers and Infants can be prevented. 
Every pregnant mother can protect herself by attending a clinic for 
pregnant women, every month at first, and then every week during the elgth 
month when complications are most likely to occur. 

Important Activities for Care of the Pregnant Woman 

1. Insure good health of the mother by treating any Illnesses and 
offering advice for any disorders. 

2. Promote adequate rest and avoidance of exhausting work. 

3. Immunize her against tetanus. 

4. Assure her adequate food, with vitamins and Iron, If needed. 

5. Provide education In health, nutrition, and hygiene for herself, her 
unborn child and any other children she may have st home. 

6. Watch for the woman who has a good chance of compi Icatlons so that 
she will give birth In the hospital. 

a. Age: If she Is (1) under 16, (2) over 40, or (3) over 35 and 
pregnant *or the first time. 

b. History of complicated pregnancies. 

- Caesarian section or history of long, difficult labor 

- Miscarriage, abortions, still-blrths 

- Difficulty becoming pregnant 
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c. rf under five feet tall 

d. If the baby Is In an abnormal position within the mother 

e. High blood pressure 

f. Heart trouble or diabetes 

g. Mental Illness 

h. Syphllils, tuberculosis or other infections 
I. More than 4 to 6 pregnancies 

J. Pregnancies too close together (less than two years between) 

Scxnetlmes, unexpected difficulties occur In an apparently normal case, so 
ail women should know the following danger signs and come to the clinic or 
see a doctor when they appear. 

Danger signs of Pregnancy 

scanty urination or a burning feeling when passing urine; 

sores or rashes of any kind; 

severe pain In the abdomen; 

chll Is and fevers; 

nausea and vomiting after the fifth month of pregnancy; 

vaginal bleeding or discharge; 

swelling of face, hands, or feet; 

persistent headache or dizziness; 

blurred vision; 

f!^s or convulsions. 
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All womert during their pregnancy wli! exprlence some minor discomfort from 
time to time. Seme common complaints and relief measures are: 



1* ISornlng SlcKness: nausea and vomiting during first few months. 

a. Eat small portions of energy foods between meals (dry bread, 
biscuit, cassava, peanuts). 

b. Eat two or three crackers or piece of dry bread Immediately upon 
waking. 

c. Lie quietly for 20-30 minutes after waking. 

d. Dress slowly. 

e. In due time, eat regular breakfast. 

f. Avoid eating foods that do not digest easily (e.g. fats, oils). 

g. Eat a little at a time a number of times during the day— (not 1 
or 2 big meals). 

h. Avoid foods with strong odor, extremes of temperature, and take 
liquids and solid foods separately. 

I. Rest after meals by sitting upright. 

2. Heartburn: a burning feeling In the lower chest due to Irritation 
caused by gastric Juice going Into the esophagus (tube taking food to 
the stomach). 

a. Avoid highly seasoned foods, pepper and oil. 

b. Use an extra pillow when sleeping. 

c. Eat small amounts frequently during the day and a little before 
sleeping. 

d. If all falls, take a small amount of antacid (e.g.. Milk of 
Magnesia). 

3. Constipation: difficult incomplete or Infrequent movement of the 
bowels. 

a. Eat plenty of fruits (oranges, papaya, bananas, etc.) and raw 
vegetables (e.g. carrots. If available). 

b. Drink plenty of water. 

c. Eat plenty of whole grains like cereals, rice, wheat. 

d. Exercise daily (when possible). 

4. Varicose y&Iii£: abnormally swollen or dilated veins of the leg 

caused by lack of muscle tone and Increased pressure during 
pregnancy. 

a. Do not stand up for too long a time. 

b. Extend and elevate legs whenever possible. 

c. If the condition Is severe , rest In bed often and wrap leg 
comfortably In an elastic bandage (If available) before getting 
out of bed (do not restrict the circulation of blood). 

d. Extend and elevate legs whenever possible. 
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5. Backdche: jnay be caused by the growing uterus and relaxation of 
pelvic Joints, or nay be due to jiccl 4ics±iu:fi. Backache Is also an 

early sign ni la^hftr. 

a. Get sufficient rest. . 

b. Maintain good posture when standing, 

c. Wear low-heeled shoes. 

d. Sleep on a firm bed— It nay be necessary to put planks under the 
natress. 

e. Squat, rather than bend, when attempting to pick soaisihing up. 

f. If the backache Is severe, see a doctor. 

A good exercise to teach mothers for the relief of lower back pain Is the 
"pelvic rock". Be sure to demonstrate the exercise first before asklna 
mothers to do It. 

1. Lie on back with knees bent. 

2. "Rock" away hollow In back, tightening abdomen. 

3. Relax, arching back. 
(May be done on al I fours. ) 



(Adapted From: Handbook for Health Par sonnel In Rural Llhflrt/^ . 

Hansen, King, and Lee, Preparatio n for nhMri Rti-f^ , 
Communltv Health Educatinn in Devftlnp ^ng Cotintrlfts ^ 
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After the cervix is completely dilated, the baby descends 

through the mother's pelvis and is bom. This process takes 
IS to 30 minutes in a woman who has previously delivered 
and as much as an hour or more in a woman who is deliv- 
ering for the first time. 

The only certain method of determining when the cervix 
is fully dilated is by doing a vaginal exam. Vaginal exams 
should never be done unless sterile gloves are used. Even 
under sterile conditions the chances for infection are 
increased when a vaginal exam is done. Therefore, the 
midwife should be able to recognize other signs that the 
cervix is dilated. These signs include the following: 

• An increase in bloody show 

• Rupture of the membranes after several hours of labor 

• Involuntary bearing down 

• Increased pressure on the rectum and protrusion (push- 
ing out) of the anus 

• Bulging of the perineum 

The delivery of a baby is a normal physiologic process 
and most women will deliver spontaneously if left alone. 
The midwife's chief responsibilities are to anticipate and 
recognize problems and take precautions to make the birth 
safer. During this stage her functions include: 

• Preventing infection - 

• Protecting the mother's perineum from tearing by 
encouraging the slow deliveiy of the head 

• Preventing cord complications 
o Clearing the baby's airway 

• Assisting with delivery of the shoulder 

Preventing Infection 

Infection threatens the mother and infant. This is one 
problem the midwife can do much to prevent. The mid- 
wife should be sure the place where deliveiy will occur is 
as clean and private as possible. All linens should be 
freshly laundered. All equipment such as scissors, basins, 
clamps, and cord ties must be boiled for 20 minutes after 
the water bubbles and then kept covered. 

The woman should be bathed if possible. As delivery 
draws near, the woman's pubic area, thighs and buttocks 
are washed with soap, water, and an antiseptic solution, if 
available. The midwife should wear sterile gloves. If sterile 
gloves are not available the midwife should wash her 
hands thoroughly first with soap and water, then with an 
antiseptic solution. Her hands should never be put into the 
birth canal unless she is wearing sterile gloves. 

Protecting the Perine»jm 

In a normal delivery, the jf the descending fetal 
head puts increasing pressure on the perineum. The vagina 
opens until a circular area of the scalp shows during a con- 



traction. This is called crowning. As the head is crowning 
the midwife should place her nght hand on the head with 
the fingers spread to restrain sudden expulsion (birth) of 
the head. When the infant's chin has passed the mother's 
coccyx, the midwife shculd'hoid a towel or piece of gauze 
firmly under the vulva. This puts pressure on the infant's 
chin and assists in keeping the head flexed. 

As the head crowns, the woman will have an almost 
uncontrollable urge to push or bear down. She should be 
encouraged to take short breaths and not pu:>h, because 
sudden expulsion of the head or shoulders can cause 
severe tearing of the perineum.The head should be 
allowed to come out slowly. The midwife's hand controls 
this movement. 

Preventing Cord Complications 

As soon as the head is out, the midwife should immedi- 
ately look to see if the umbilical cord is around the neck. If 
the cord is present and loose, the midwife can slip it over 
the baby's head. Force should never be used, as a thin cord 
can break. 

If the cord is tight, or wrapped several times, the mid- 
wife may have to quickly clamp or tie it in two places and 
cut between the *ies. However, this procedure she uld be 
avoided whenever possible. Cutting the cord stops the 
baby's o.xygen supply and fetal distress could result if 
delivery of the shoulders is delayed. 

Clearing the Baby's Airway 

The next contraction after the birth of the head usually 
causes the shoulders to rotate. They move into the ante- 
rior-posterior diameter of the outlet of the pelvis. This 
causes the head, which has been face-down, to turn toward 
the side. 

During this time, the midwife should wipe the mucus 
and any blood and amniotic fluid from the baby'b mouth. 
The nose and mouth should be cleaned with a suction bulb 
or mucus extractor, if available. This will prevent the 
mucus from being oucked into the babe's lun^s ^ith the 
first breath. 

Delivery of the Shoulders 

If the bab\ is not in distress, the shoulders should be 
allowed to deliver &lowl}. Delivery of the shoulders often 
occurs spontaneou»l> with the next cuntr.ti.tiun. If not. the 
head may be gcntU depressed so that the anterior shoulder 
comes under the pubic bone. The arm should never be 
pulled out and strong pressure should never be put on the 
arm or shoulder. Force can cause fractures of the bonea 
and damage to the nerves. 

.^fter the anterior shoulder is out. the babvS body nuv 
be gentiv lifted so the other shoulder can emerge. lhu> 
should be done ^moothlv and ^rntlv. da vudJen. atroni! 
movements could be dangerous. 
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12. Delivery of the Placenta 



The time during which the placenta detaches itself from 
the uterius wall and is expelled, and the following hour are 
hazardous Umes for the mother. The midwife's most 
important task during this period is to recognize and pre- 
vent such problems as infection and hemorrhage. 

Risk of Infection 

TTte risk of infection is even greater at this time than 
dunng labor and the delivery of the baby. The mother's 
resistance to infection is diminished. The tissues of the 
birth canal have been bruised, stretched, and torn, making 
It easy for oacteria to invade. The placental site in the 
uterus is extremely XTilnerable to infection. 

Prevention of Hemorrhage 

The midwife can assist in preventing hemorrhage by 
understanding the normal process of separation of the pla- 
centa and by properly managing the delivery of the 
placenta. The placenta normally remains attached to the 
uterus until the binh of the baby. The sudden decrease in 
size of the uterine cavity when the baby is bom reduces the 
size of the area where the placenta is attached. This causes 
Uic placenta to begin to separate from the uterine wall 
Blood accumulates behind the placenta, causing the uterus 
to nse in the abdomen. As uterine contractions begin, the 
placenta becomes a^pletely detached. It is moved eiadu- 
^ly into the lower segment of the uterus and is expelled 
through the vagina. 

Most often the fetal surface of the placenta slips through 
the openmg m the membranes and is the first to appear at 
the vagmal opening: the membranes foUow. In this case 
the accumulated blood and clots are not seen until the pia- 
anta IS expelled: In some cases, one edge of the placenta 
slips through the cervix and vagba, and the maternal side 
IS seen first When this happens, the blood and clots escape 
as the placenta is being expelled. Which side of the pla- 
centa is dehvered first is not important. The main concern 
IS that all parts of the placenta and membranes are 
expelled. 

By close observation and careful management, the mid- 
wife can help to insure that there is not excessive blood 
loss dunng this time. Immediately after the birth of the 
baby, the utenis should be palpated for consistenfey and 
location. As long as it is very firm and no higher than the 
umbilicus, no action is needed except to continue to watch 
for siipis of excessive bleeding. At frequent intervals, she 
should place her hand lighUy on the abdomen to make 
certain the uterine muscle remains firm. The midwife 
should make no attempt to remove the placenta before it 
separates. She should not massage or push on the uterus or 
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pull on the cord. Signs that the placenta is separating can 
usually be noted with 1 to 5 minutes. These are: 

(1) 30 to 60 cc of blood gushes from the vagina. 

(2) The uterus rises in the abdomen. It jhould be firm 
A soft, nsmg uterus indicates that blood is accumu- 
lating in the uterus. 

(3) A longer portion of the cord becomes visible. 

In some societies women traditionally give birth in a 
squattmg position. In this posiUon gravity aids in the 
descent of the placenta through the cervix and vaeina 
However, if the woman is lying on her back, the midwife 
may need to assist by genUy pushir.g doun and back on 
the finnly contracted utertis with one hand. The other 
band is placed at the vaginal opening to receive the nla- 

i/y£iJi/i That IS RELAXED AND SOFT SHE 
UTERUS. ^^^^^ ^"^^ ^^^^^ ^^^^^ 

As the placenta begins to emerge, the midwife should 
support It with both hands or a basin. This prevents sud- 
cea tension on the membranes which might tear them 
before they are entirely separated. The placenta may be 
puUed up gently and the membranes twisted as they come 
out. All portions of the membranes must be expeUed A 
careful exam of the placenta and membranes should be 
done immediately to be sure they are normal and com- 
plete and that no portion remains in the utenis. 

Examination of the Placenta 

The placenta should be finn and a dark blue-red. The 
cord should be examined for the presence of 'hrce vessels 
one larger vein and two smaller arteries. If only one arter^ 
IS found, the chance that the baby will have some abnor- 
mah^ is increased. 

The midwife should separate and carefully inspect the 
two layers of membranes to determine that there are no 
missing pieces. She should note that theii- size is sufficient 
to have contained the fetus and amniotic fluid Holding 
the placcnu flat with the fetal side and the cord in the 
hands and the maternal side up, the midwife notes 
whether all sections fit together. If any piece of the pla- 
centa IS missmg, the woman should be referred for medical 
care. Any placental tissue remaining in the uterus mav 
cause bleeding immediately by preventing the utenis from 
contractmg. It also may cause bleeding or infection later 
Any woman who has retained fragments of placenta or 
inembrancs should have medical attention as soon as pos- 
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FIVE ESSEMTIAL STEPS TO FOLLOW DURING THE BABY»S BIRTH 



There are five essential steps to folloM during the birth of 
the baby : 

1- Take hyglen precautions : hands should be washed once more ; 
wash the woman's perineum. There should be a clean mat or bed 
and linen. 

2- Walt until the woman feels the need to push so that the u<:erus' 
is- completely opened. 

3- Help the baby to come Into the world : 
Support the perineum with a cloth and your hand. Hold the baby s 
head In order to make it come out slowly. Once the head has come 
out, make sure that the cord is not wrapped around the neck. Relea- 
se the shoulders, one after the other. 

At Clear the respiratory tract o f the baby so that he/she can breathe 
This can be done as follows : 

- When only the head has come out and when the baby's body Is still 
in the vagina or, 

- When the baby is bom, by holding the head down or extending it between 
the mother's legs. 



Ask the TBAs to repeat 
the five steps... 



Explain and demonstra- 
te at the same time. 




The respiratory tract can be cleared in the 
following manner : 

- with a piece of material wrapped around the 
finger (bandage from the kit) 

- in sucking the mouth and the nose of the ba- 
by with your mouth. 

- in using a bulb to suction the new born 

- in using a small plastic tube to suction 
the baby. 

All this must be done before : 

5, Tying and cutting the cord 
Wait until the cord is not beating any more, 
(the color changes from blue to a whitish co- 
lor). The blood does not flow any more. 
Tie tlhe cord with a clean thread in two areas. 
Cut between the two bindings. 
The razor blade must be new and just s ten' 11-; 
zed. A sterilized knife or scisors which have 
been boiled In water can be used to cut the 
cord. 

Put a bandage (at the maternity clinic, banda- 
ges are no longer used). However, at the villa 
ge, the wound that the cord left should be iso 
lated from dust and soil. 
In brief, there are five essential steps to 
make during the baby's birth : 
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1. take hygien precautions 

2. wait until the woman pushes 

3. hold the perineum, help the bab} 
,to come out slov/ly 

'4. help the baby to breathe 
5. bind and cut the cord in a cleai 
fashion 



Session 33 
HIGH RISK PREGNANCY 



TOTAL TIME 
OVERVIEW 



2 hours 



In the previous session participants learned 
the signs and symptoms of pregnancy, to 
recognize the normal course of pregnancy and to 
provide counselling for the routine needs and 
common complaints of pregnancy. In this 
session, participants become familiar wJth 
traditional beliefs and practices related to 
behaviors during pregnancy and childbirth and 
the ImpI Icatlons of these 
comp'Icatlons and problems 
Participants also learn 
Important complications of 
and how to refer a woman 
care. Participants will also become f ami i lar 
with some of the potential problems In the 
delivery situation and how to respond 
appropriately to complications of childbirth 
and the immediate postpartum period. 



for management of 
during this time, 

to recognize some 
pregnancy and when 

for further medical 



OBJECTIVES • To list traditional practices and beliefs 

related to pregnancy and childbirth 
especially those which address or explain 
complications and problems of pregnancy and 
childbirth. 
(Step 1) 

• To recognize and describe some Important 
complications of pregnancy and their management 
and referral . 
(Steps 2-4) 



RESOURCES 



Community Culture and Care 

Where There Is No Doctor (Chapter 19) 

Tl'alner Attachments; 

- 33A Examples of Traditional Practices and 

Beliefs Related To Pregnancy 

- 33B Causes of High Risk Pregnancy 

- 33C Danger Signs During Pregnancy 

- 33D Role Pi ay 

- 33E Complications During Labor and 

Dei I very 

- 33F Critical Incident 
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MATERIALS Newsprint, markers, pictures, diagrams, slide 

show/film (If available) on normal labor and 
del Ivery and postpartum care, props for role 
play (see Trainer Attachment 33D for details). 



Trainer Note 

In preparation for this session, the trainer should: 

-review reliable country Information regarding the 
traditional be I lefs and practices related to pregnancy and 
childbirth 

- gather Information regarding the kinds and levels of 
cooperation/coordination ongoing betwfien traditional birth 
attendants and medical fac 1 1 It les and personnel . (See also 
Session 6 (Health Care Delivery Systems) for Information on 
the referral system and traditional practitioners.) 

Additionally, the trainer should meet with HCH personnel regarding 
the maternal death rate and leading causes of morbidity and 
pregnancy complications In the country or region o? training. If, 
for example, pelvic Inflammatory disease (PID) Is common, ectopic 
pregnancy rates would be expected to be higher and special 
attention should be given to th-ls topic In this session. Other 
kinds of health Issues which vary In different populations and 
cultures and have an Important Impact on problems related to 
pregnancy Include: the availability of family planning methods 
(Insofar as It effects the frequency of pregnancies), the Incidence 
of venereal diseases. Sickle Cell disease, TB, Malaria, twinning 
rates, the legality of abortion, etc.. The session should be 
adapted to be sure that emphasis Is given to the special problems 
In specific countries. 

Prior to this session, the trainer should also ask five or six 
volunteers to assist In (a) a nlnl-lecturette on high-risk 
pregnancy for Step 2 and (b) a role play for Step 3 , See Trainer 
Attachments 33B, 33C and 33E for details. 



Step 1 Traditional Beliefs Related To Pregnancy 

(20 min) 

Ask participants to share Information or first- 
hand experience regarding reproductive or 
pregnancy-related beliefs and practices In the 
vll lage. 
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Have another participant record the practices 
and beliefs on newsprint and discuss any 
Implications these beliefs and practices have 
for the development of high risk pregnancies. 
For the traditional health practitioner, 
discuss cocnmunlty response to the development 
of complications In pregnancy or delivery and 
poor Outcome In the newborn. 



Trainer Note 

If participants have had little village experience, be prepared to 
give a brief presentation on village practices and bel lets on 
reproduction, pregnancy and delivery. If nationals or counterparts 
are present^ meet with them before this session and ask them to 
give the presentation with your assistance. Refer to Trainer 
Attachment 33A for the kinds of Information to be shared and the 
general reasoning of the presentation. 

To start off the discussion you may want to give the example In 
Trainer Attachment 33A (Examples of Traditional Practices and 
Beliefs Related to Pregnancy). Another example to use may be the 
fact that a spontaneous abortion, prolonged or obstructed labor or 
birth defect of the newborn may not be treated as a medical 
emergency but o^y be "blamed** on the woman and seen as "just 
punishment" for her disobedience of some taboo, etc. If this Is 
the case In your country. It may be Important and valuable to 
discuss the participant's 'ootlonal responses to these hypothetical 
situations and hew to constructively work with the different 
Interpretations of the situation. 

Be sensitive to the cultural values regarding the discussion of 
reproduction and pregnancy In a mixed gender group. If 
nat I ona Is/counter pai5-ts are present and discussion of these Issues 
Is Inappropriate In a mixed group, have the group divide into 
single-gender groups for discussion and reconvene later. Be alert 
to any discomfort whiclh this topic may evoke and handle It as 
openly as possible. Also use It as an opportunity to discuss how 
dialogue can proceed In the village setting. 



120 

-645- 



Session 33, Page 4 



Step 2 Identifying High Risk Pregnancies 

(30 mln) 

Based on the foregoing discussion and the 
Incidence of specific pregnancy compi Icatlons In 
your country, select the most frequent and most 
serious pregnancy, delivery or post-partum 
compl lcatlon(s) and give a 15 minute mlnl- 
lecturette on It and how to refer a suspected case 
for further medical care In a village setting. 
Base the lecturette on Information from Trainer 
Attachments 338 and 33C, In giving the 

presentation, elicit as much Information as 
possible from the group. 

After the lecturette, ask the group to think of 
other complications or danger signs they know of 
which they think require referral. Ask an 
Individual from the group to record these on 
newsprint. After they've shared their Ideas, post 
the newsprint list of danger signs and diseases 
prepared prior to this session from Trainer 
Attachment 33B and review It with the group. Be 
sure you are thoroughly famll lar with the sinns 
and diseases so you can answer questions as they 
arise, or Invite an Informed national health 
professional to assist you In this step. 



Trainer Note 



Prior to this step, write the 
from Trainer Attachment 338 
discussion. 



list of danger signs of pregnancy 
on newsprint for posting and 



Step 3 Role Play 

(15 mln) 

Ask the preselected participants to conduct the 
role play demonstrating a del I very w Ith compl I- 
catlons based on Trainer Attachment 33D and 33E. 

Instruct the group to watch the skit closely, 
observing the behaviors of all Involved, and 
taking notes if necessary so they can discuss It 
afterwards. 



Trainer Note 



Be sure the participants have had a chance to rehearse or plan U, 
advance and that you have developed a 1 1st of questions to ask the 
group after the role play. 



121 

-646- 



Session 33, Page 5 



Step 4 Role Play Analysis 

(20 min) 

Ask someone from the group to describe what 
happened In the role play and have other 
participants discuss what they saw. After the 
"audience" has done this, ask the role players to 
clarify any questions or misunderstandings about 
what occurred and have them describe both the 
TBA's errors In managing the delivery and the 
physical complications they were portraying. 

Base other role play processing questions on the 
content of the role play and the specific problems 
In the delivery scene which the participants 
enacted. 



Step 5 Closure 
(25 mIn) 

Adapt the critical Incident found In Trainer 
Attachment 33F and read It to the group. After 
the reading facilitate a discussion of the 
critical Incident. Address these questions to the 
participants: 

- Objectively what happened In this situation? 

- Could you relate to the Volunteers reactions 
and feelings? How would you have reacted? 

- Could you understand the host country 
national's feelings and behavior? Why did he 
react that way? 

- How Is childbirth and pregnancy regarded In 
this culture? 

- What will you have to do differently ylven the 
cultural bel lefs/att Itudes/traditlons sur- 
rounding pregnancy and childbirth In this 
culture? 



Trainer Note 

You should adapt the critical Incident to local cultures and 
Include Indications of high risk pregnancy and complications at 
delivery. During tite discussion, participants should be encouraged 
to '"corporate the knowledge they have gained on care for normal 
and high risk pregnancies and how this Information may prove useful 
In developing program activities to Improve maternal health. 
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EXAWtES OF TRADITIONAL PRACTICES AND BELIEFS RELATED TO PREGNANCY 



Among the Mende, the fear of witches, Juju curses, and other supernatural 
activities Is widespread and It Is bel leved that certain precautionary 
measures must be taken to safeguard the mother and fetus against them. One 
purveyor of such notions Is the TBA, Most of the pregnancy-related codes 
of conduct are based on the Idea that the child In the womb Imitates Its 
mother and can be affected In Its development by forces acting In or on 
the mother. Some of the taboos and the Justifications given for them are 
as follows: 



Foods to be avoided 
during pregnancy • 

Beans (and other vine plants) 

Cassava tuber 

Coconut milk 
Eggs 

Fish 

Eggplant 

Plantain or banana 



^ Plenty of fresh fruit, rice, and 
the pregnant woman's diet. 



BaasQR 

causes strangulation by the cord 

causes the cord stump to take too 
long In dropping off 

causes postpartum haemorage 

causes Infant asphyxia and various 
other problems, as the egg Is the 
unborn child of the chicken, which 
Is a sacred bird for the Mende; 
therefore, reprisal may be taken 
against one's own child. 

causes worms In newborn babies and 
pregnant women, which may lead In 
turn to "unclean stomach" and 
diarrhoea 

causes thrush or skin disease In 
the newborn 

causes prolapsed cord, sunken 
fontanel I e, retained placenta, and 
constipation In the mother 



palm oil are encouraged as part of 



123 



-649- 



Session 33, Trainer Attachment 33A 
Page 2 of 3 



Practices to he avotdftri 
during pregnanry 

Standing In the doorway 

Standing with arms crossed 
over breast 

Sleeping too much and not 
moving about 

Going halfway on any Journey 
and then returning to place 
of org In 

Washing heavy clothing 
Lifting heavy loads 
Intercourse after sixth month 

of pregnancy 
Extramarital Intercourse 
Dreaming of extramarital 

I ntercourse 

Talking about unborn child or 
making preparation for Its 
arrival (purchasing clothes, 
naking layette, etc.). 
Wearing new clothes during 
pregnancy. 

Sitting on the edge of a 
wooden bed 

Spl Itting wood 
Fishing too long 
Planting rice 

Drinking leftover (stale) water 

Engaging In antisocial behaviour, 
e.g., arguing with co-wives, 
friends, husband, or other 
contacts 

Wearing a brassiere or tossing 
one's lappa (sarong-type skirt) 
around neck 

Bathing at night 
Walking about at night without 
protection of a stone or 
knife tied In corner of lappa 

Resting In an easy chair or 
hammock 

Standing at crossroads 
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Bsasm 

causes obstructed labour 
causes obstructed labour 



causes uterine Inertia and dull 
child 

causes prolonged and difficult 
i abour 



cause abortion 



cause various problems by drawing 
attention of witches who may use 
words or articles as vehicle for 
evil curses 



causes sunken fontanel I e 



csu-^e prematurity 



causes various problems by drawing 
evil spirits and creating 
potential for curse to be Invoked 



causes nuchal cord 



cause fetal abnormalities since 
these practices will draw evil 
spirits 



causes face presentation 



causes tranverse lie and difficult 
labour 
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The above are listed here as examples only of the kinds of beliefs and 
practices which may be relevant to share on traditional bel lef s and 
practices about pregnancy and childbirth. The Implications of these kinds 
of beliefs for care and potential high-risk pregnancy/delivery development 
should be discussed In depth* For example, since eating eggs and fish are 
believed to cause negative outcomes In the culture referred to above, 
women are supposed to avoid these foods. If these are the primary sources 
of protein In the local diet, alternative sources may be difficult to find 
and severe anemia may therefore be a more frequent compl Icatton of 
pregnancy In this area. 



(From: WHO Public Health Paper #75. "The Traditional Birth Attendant In 
Seven Countries: Case Studies In Utilization and Training." 1981.) 
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CAUSES OF HIGH RISK PREGNANCY 

Examples of danger signs during pregnancy and diseases which can be 
exacerbated during pregnancy are: 

1. History of Diseases, such as TB, Diabetes, Venereal Disease, Heart 
Disease, other major Illness. 

2. History of Miscarriages, Abortions, bleeding. Toxemia, difficult 
delivery, still-btrths or neonatal deaths. 

3. Age - under 17 and over 35, 

4. Height under 5 feet. 

5. Malnutrition (or overweight) 

6. Abnormal weight gain (not enough or greater than 5 lb/mo.) 

7. Blood pressure over 130/80 (or persistant headaches) 

8. Any complaints of: 

Spots before eyes 

Dizziness Indicate pre-eclampsia 

Acute abdominal pain 

Persistant abdominal ""^Y Indicate abortion or ectopic pregnancy 
cramping 

9. Anemia (pale conjunctiva, pale fingernails, fatigue) 

10. Edema (swelling of face, hands or feet) 

11. Abnormal bleeding: slight or excessive 

12. Abnormal size or shape of Uterus (multiple birth, other complications) 

13. Abnormal Presentation (e.g. breech, transverse) 

14. Abnormal Urine Test (presence of protein (Albumen), presence of sugar) 

15. Ectopic Pregnancy 

16. Infection after Induced abortion 

17. Sickle Cel I Disease 

18. Malaria 

19. Fetal Death (often Indicated by lack of fetal movement or by bleeding) 

20. Pre-eclampsia or Eclampsia 
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For further Information see the following reference materials; 
Practical Mother and Child Heal th In navftloDlng nountrtac 
Where Thara !«; N o Doctor 

Handbook for Health Percjonne l In Rural I therlg 
Home Nursing Texthookr (^Emergency Delivery"}. 



II. Trainer should make the followin g potntg to parttrlpanfff ^ 

-Danger Slgns/Compllcat Ions should always be handled by medical 
personnel (e.g. a doctor, nurse, trained midwife). Therefore 
general Ists should always refer such cases. 

- In case of doubt regarding sIgns/symptoms/treatment, a nurse should 
obtain a second opinion or refer the patient. 

- In a clinical setting, general Ists should primarily play the role of 
providers, of health education, e.g. as a follow-up to the prenatal 
exam. However, additional functions may be carried out (e.g. 
measuring weight, height). More comp 1 1 cated procedures should not 
be undertaken unless adequate training has been pnovlded. 
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DANGER SIGNS DURING PREGNANCY 



Signs that Indicate Pregnant Woman 
Should Report to Clinic, Midwife, or Physidan 



Vaginal bleeding 

Sudden escape of amniotic fluid 

Abdominal pain 

Persistent vomiting 

Chills and fever 



Sudden increase in abdominal size 

Sudden weight gain 

Swelling of hands, face, or feet ] 

Severe, continuous headache 
Blurring of vision or spots before eyes , 



Signs of Toxemia 



While pregnancy and childbirth are normal phys- 
iological processes, they are periods of stress and risk to the 
mother and infant. The three most frequent causes of 
death during pregnancy and childbirth are hemorrhage. 
Infection, and toxemia of pregnancy. 

Hemorrhage, or excessive bleeding, is a sign of a serious 
problem when it occurs at any time during pregnancy. Two 
common causes of bleeding in the last 3 months of preg- 
nancy arc placenta previa and premature separation of the 
placenta. 

Placenta Previa 

Normally the placenta is attached to the lining of the 
uterus in the upper portion of the uterus. Occasionallythe 
placenta is implanted in the lower part of the uterus. This 
IS called placenta previa, which means that the placenta is 
in front of the fetus. The placenta may completely cover 
the internal os (the opening of the cervix), partially cover 
it, or adjoin, but not cover, any part of the os. 

Placenta previa usually begins to cause problems in the 
last weeks of pregnancy or at the beginning of labor, when 
the cervix softens, effaces (thins), and begins to ' -late. As 
these changes occur, the placenta is pulled loose, and 
bleeding results. The more completely the placenta covers 
the cervical os, the earlier bleeding occurs. If the placenta 
only adjoins rather than covers the cervix, bleeding may 
not occur until labor begins. 

Placenta previa occurs most frequently in women who 
have had several previous pregnancies, especially when 
they have been in rapid succession. However, it should be 
suspected any time a woman has painless vaginal bleeding 
without any other apparent cause in the latter months of 
pregnancy. Often the woman notices the bleeding when 
she awakens, or goes to the bathroom. The bleeding fre- 
quently stops spontaneously, but then recurs. Each time it 
occurs, the bleeding becomes more severe. 

Placenta previa is dangerous for both the mother and 
the fetus. If bleeding is severe, the mother suffers from the 
blood loss and may go into shock. Because the placenta is 
in the lower portion of the uterus where the presenting 
part should be, the fetus may be forced into an abnormal 
position or presentation. Rupture of the uterus is possible 



because the uterine muscle is weakened. After delivery, 
women who have had placenta previa are more likely to 
have postpartum hemorrhage and infection. The fetus is at 
high risk. When the placenta detaches, the fetus loses its 
source of oxygen. Lack of oxygen is a common cause of 
fetal death. 

Any woman who bleeds while in the last trimester of 
pregnancy or during labor should be referred immediately 
to a hospital for evaluation and care. Safe diagnosis of the 
■condition requires special equipment such as x-ray and 
ultrasound. The nurse or midwife should never perform a 
vaginal or rectal exam on any woman with painless vaginal 
bleeding.M (he bleeding is caused by placenta previa, the 
examining finger could penetrate the placenta resulting in 
massive hemorrhage. 

Premature Separation of the Placenta 

Another cause of bleeding during the last months of 
pregnancy or during labor is the separation of a normally 
implanted placenta from the uterine wall before delivery 
of the baby. Although the exact cause is not known, pre- 
mature separation of the placenta occurs more frequently 
in women who have elevated blood pressure, especially 
when associated with toxemia of pregnancy. 

Either a very small portion of the placenta or the entire 
placenta may detach. Signs and symptoms vary with the 
amount of detachment and the location of the detached 
area. Usually, some blood escapes between the membranes 
and uterus, appearing as vaginal bleeding. Less often, the 
b!ood mVj <smain trapped between the detached portion 
of the placenta and the uterus. In such cases, no vaginal 
bleeding is noted, even though the woman may be losing 
'large amounts of blood. 

In all cases, the woman will have cramping abdominal 
pain, which should not be confused with normal labor con- 
tractions. When premature separation of the placenta has 
occurred, the uterus remains continually tense and hard, 
rather than alternately contracting and relaxing as it does 
during labor. When the hemorrhage is concealed, it is dif- 
ficult to palpate the fetal outline because of the tenseness 
of the uterine muscle. If detachment is severe, fetal heart 
tones are absent, as the fetus has died from lack of oxygen. 
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Symptoms of shock may be present if blood loss has 
been excessive. Signs of shock \nclude abnormally low 
blood pressure, rapid pulse, pallor, and apprehension. 

Any woman in labor or late pregnancy who displays 
symptoms of premature separation of the placenta should 
be transferred immediately to a hospital. Meanwhile she 
should be kept quiet and warm. 



Danger Signs During Pr^aiicy ; Third Trimester Bleeding 
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7. Danger Signs During Pregnancy- 
Toxemia 



One of the most serious problems that occur during 
pregnancy is toxemia or preeclampsia. A condition specific 
to pregnancy, preeclampsia b characterized by a sharp 
increase in blo^ pressure, edema (swelling), sudden 
excessive weight gain, and protein in the urine. It can 
occur in the last three months of pregnancy, during labor, 
or in the first few hours after delivery. The exact cause of 
the; condition is still not understood. 

Toxemia of pregnancy can be identified early in the 
milder stages, before the condition becomes life threat- 
ening. The first sign of the problem usually is a weight gain 
of more than 1 kg per week or 3 kg per month during the 
last three months of pregnancy. Also, there probably will 
be some edema (swelling. Swelling of the feet, which 
tends to disappear overnight with rest, is very common 
during a normal pregnancy. However, swelling of the 
upper parts of the body such as the hands and face should 
alert the midwife to consider that toxemia may be the 
cause. The woman may have noted that her ring is tight on 
the finger or that her eyes are "puffy." 

Another sign of toxemia is a sharp increase in blood 
pressure above the previous levels during pregnancy. An 
increase of 30 mm Hg systolic or IS mm Hg diastolic is 
considered significant. 

^ Protein or albumin in the urine is another important 
sign of toxemia. This finding is one that often does not 
appear until the condition has become advanced and 
severe. 

Pregnant women with any of these signs should be 
under medical supervision. Toxemia can develop rapidly 
from a mild condition, with slightly elevated blood pres- 
sure, mild edema and slight weight gain, to a serious 
problem with very high blood pressure and severe edema. 
It can become so sev>:re that it results in convulsions and 
coma. When this occurs, it is called eclampsia. Eclampsia 
is a life-threatening situation for mother and infant. 

Signs that the condition is becoming more severe 
include the following: 

• Sharp increase in blood pressure 

• Exaggerated reflexes 

• Epigastric pain (pain in the upper middle region of 
the abdomen) 

o Visual disturbances such as spots before the eyes 

« Dizziness 

• Drowsiness 

• Severe headache 

• Decreased urinary output 

A woman with these symptoms is in serious danger. She 
should be sent to a hospital immediately. -657- 



Prevention and Detection 

To lessen the dangers of toxemia of pregnancy, prenatal 
care is essential. All pregnant women, but especially those 
considered to be at high risk for toxemia, should report to 
the local doctor, midwife, or community health worker for 
regular prenatal visits. High-risk women include the 
following: 

• those v'ho are pregnant for the first time 

• those who are under 20 years of age 

• those who are malnourished 

• those who are pre^jant with more than one fetus 

• those who have a history of heart disease, diabetes, or 
elevated blood pressure 

At each prenatal visit, the woman's weight and blood 
pressure should be measured and her urine examined for 
presence of albumin. The woman should be observed for 
the presence of edema. She should be asked about the 
other signs of preeclampsia such as visual disturbances, 
headaches, and epigastric pain. If the woman has a slight 
elevation of blood pressure (an increase less than 30 mm 
Hg systolic or 15 mm Hg diastolic) she should be instructed 
to restrict her activity, to stay in bed if possible, and to eat 
a diet high in protein. If the blood pressure increase 
exceeds those levels or if other symptoms are present, the 
woman should be referred for medical management. 

Malnourished women are more susceptible to pre- 
eclampsia. Health education to improve dietary habits in 
the population can help to lessen the incidence of the 
problem. The midwife should be aware of the local foods 
that are high in protein, relatively inexpensive, and readily 
available. 
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Toxemia of Pregnancy 





Sudden 
Weight Gain 




Albumin 
in Urine 





(From: Ross Laboratories) 
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ROLE PLAY/ SKIT 

Ask three or four participants to develop a role play/sktt on chlidblrth 
In which both the delivery Itself Is problematic and the birth attendant 
uses problematic techniques and non-sterlle methods In del Ivering the 
baby. 

Ho resolution to the problems presented In the role play need to be 
offered. Just a realistic portrayal of the problems. The "task" of the 
audience will be to Identify and resolve the problems as best they can. 

fisiLfis: Mother. This woman should of some specified age which should 

be told to the audience. The number of children she 
has and her relevant med lea I /obstetrical history 
should be shared with the audience also. 



Traditional This woman (or women) should be attired tradltlon- 
Blrth ally and should have props which represent her as a 

Attendants village TBA. If they are trained In your country, 
she may be trained. 



Other Depending on the typical family structure In your 

Support country, this person may be the maternal or 

Person(s) fraternal grandmother of the baby-to-be, a co-wife 
of the pregnant woman In labor, a sister of the 
pregnant woman, the husband, another TBA, etc. Make 
It as realistic as possible. 

Optional. This person may assist In the role play planning or 
be a narrator, etc. 



Suggestions for the Role Play 

Present a realistic country-specific situation In which the TBA Is 
engaging In unrecommended procedures such as: 

- attempting to hurry delivery by roughly pushing on the mother's belly 

- cutting the umbilical cord with an old pair of scissors or rusty 
razor blade that has not been cleaned 



- putting cow dung or some Juice, wet ointment, etc., on the stub of 
the umbilical cord, etc. 

- Add country-specific situations that make the skit realistic. 

You may also want to present realistic complications of childbirth such 
as: premature labor occurring In the field while farming, breech 
presentation of twins, profuse bleeding after delivery, prolonged labor 
that has gone on for over 24 hours, the mother begins having unilateral 
(one-sided) pain and a fever and cramps early In tho first 12 weeks of 
pregnancy (Indicating a possible ectopic pregnancy), etc. Refer to 
Trainer Attachment 33E for Information on complications during labor and 
delivery. You should Incorporate this Information In your skit. 
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COHPLICATIONS DURING LABOR AND DELIVERY 



Signs of Fetal Distress 

1. Variations in rate of fetal heart tones 

2. Excessive fetal movements 

3. Meconium stained amniotic fluid 

Danger Signs in the Mother 

1. Fever 

2. Increased pulse rate and/or decreased blood 

pressure 

3. increased blood pressure 

4. Headache, dizziness, vomiting 

5. Very Tast. deep breathing (hyperventilation) 

6. Increasing apprehension 

7. Vaginal bleeding 

8. Distended bladder 

9. Abnormal presentation or position or fetus 

10. Prolapse ofthe umbilical cord 

1 1. Abnormal uterine action 

12. Prolonged or arrested labor 

Multiple Pregnancy 

Labor is a normal process and most women will go 
through the experience safely and deliver healthy babies. 
However, risks arc involved. By anticipating possible prob- 
lems and recognizing them early, the midwife can make 
labor and delivery safer. 

She should be aware ofthe normal variations in the 
process of labor and of those signs that labor is not pro- 
gressing normally. She should know the signs that indicate 
the mother's or infant's safety is threatened. 

Signs of Fetal Distress 

1. Variations in Rate of Fetal Heart Tones. Fetal heart rates 
that are faster than 160 per minute, slower than 120 per 
minute, or a rate that significantly changes are signs of 
fetal distress. 

2. Excessive Fetal Movements. Fetal movements are a 
positive sign that the fetus is alive. However, a notice- 
able increase in movements, especially if accompanied 
by changes in fetal heart rates or the presence of meco- 
nium in the amniotic fluid, is a sign of fetal distress. 

3. Meconsum-stained Amniotic Fluid. Meconium is the 
dark green sticky substance that normally is in the 
intestine ofthe fetus. Normally, meconium is passed as 
the first stool of the newborn. However, the fetus who 
lacks enough oxygen may pass meconium while still in 
the uterus. The meconium mixes with the normally 
clear amniotic fluid, giving it a light yellow-green to 



dark green color. Mecontum-stained amniotic fluid in a 
fetus whose headJs presenting is always a sign of fetal 
distress. However, if the fetus is in a breech position, it 
is not unusual for some meconium to be forced out of 
the fetus' body by pressure ofthe uterine contractions. 

Danger Signs in the Mother 

1. Fever. A slightly elevated temperature may be caused 
by lack of adequate fluids. A higher temperature or 
fever that persists may mean an infection is present. 

2. Increased Pulse Rale (Over 100 per Minute) and/or 
Decreased Blood Pressure. These could indicate 
bleeding. 

3. Increased Blood Pressure. A blood pressure over 
140/90 is a sign of toxemia. A rise of 30 mm Hg or 
more of systolic pressure or a rise of 15 mm Hg in dia- 
stolic pressure over previous readings is equally 
significant. 

4. Headache, Dizziness, or Vomiting. These signs indicate 
serious danger of eclampsia, especially if accompanied 
by increasing blood pressure. 

5. Very Fast, Deep Breathing. A woman in labor may 
respond to her increasing discomfort and apprehen- 
sion by rapid, deep breathing. This causes chemical 
changes in the body that can be harmful to both 
mother and fetu.*. These changes cause the woman to 
feel tingling and numbness in her hands and feet. She 
should be encouraged to slow her breathing. Breathing 
into a paper bag £0 she takes in the same air again will 
help relieve the problem. 

6. Increasing Apprehension. The woman's feeling that 
"all is not right" may be a sign of diflliculty in labor. 

7. Vaginal Bleeding. Any vaginal bleeding more severe 
than the pink-tinged bloody show is a sign of a serious 
problem. It can be caused by placenta previa, pre- 
mature separation ofthe placenta, or ruptured uterus. 

8. Distended Bladder. Distention ofthe urinary bladder is 
a common avoidable problem during labor. Because 
the woman in labor is already feeling pressure anC dis- 
comfort in her lower abdomen, she may not recognize 
the need to pass urine. A distended bladder adds to 
the woman's discomfort. It can also interfere with the 
descent ofthe fetal head and inhibit titenne con- 
tractions. The midwife can prevent this problem by 
encouraging the woman to empty her bladder every 2 
to 3 hours during labor. The midwife also should 
observe and palpate the lower abdomen to detect a 
distended bladder. A full bladder can be felt as a soft 
swelling over the pubic area. 

9. Abnormal Presentation or Position of the Fetus. In 
breech, face, or transverse presentations, labor and 
delivery will be complicated. In all such cases (he 
woman should be referred to a hospital. 
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10. Prolapse of the Umbilical Cord. An umbilical cord on a 
level with or below ihe presenting part of the fetus can 
become pressed between the presenting part and the 
birth canal. The pressure can close off the blood i!ov' 
in Ihe cord. This prevents the fetus from receiving ..le- 
quate oxygen. If the cord protrudes from the vagina, 
chilling can cause spasms of the blood vessels which 
decrease the blood flow and oxygen supply to the 
fetus. 

A prolapsed cord is more likely to occur when the 
membranes rupture before the presenting part enters 
the pelvic inlet. Prolapsed cord can be expected more 
frequently in the following cases: breech presentation, 
very small fetus, excessive amniotic fluid, or multiple 
gestation, such as twins or triplets. The possibility of 
prolapsed cord should be suspected when signs of fetal 
distress, such as changes in the fetal heart rate or 
meconium staining of amniotic fluid, occur. Some- 
times the cord can be felt in the vagina or seen 
protruding outside the vulva. 

Any pressure on the cord must be relieved immedi- 
ately: otherwise the fetus will die from lack of oxygen. 
The mother should be placed in knee-chest position 
(on her knees and elbows, with her face and chest 
touching the bed) or on her side with pillows under 
her hips. If the cord is outside the vulva, it should be 
gently placed in the vagina. The midwife should not 
try to replace it in the uterus. Until the woman reaches 
a hospital, she must be kept in a position so the pre- 
senting part of the fetus is elevated. 



1 1 Abnormal Uterine Action. Early uterine con'ractions 
usually are mild, with the uterine muscle becoming 
firm, but not hard. They may occur as far apart as 40 
to 45 minutes when measured from the beginning of 
one to the beginning of the next. At this point, con- 
tractions rarely last longer than 30 seconds. 

As labor progresses the contractions bcco.me stronger 
and more frequent and last longer. When delivery is 
near, contractions may come as oflcn as eveiy 2 to 
3 minutes and last 60 seconds. During a strong con- 
traction, the uterus rises noticeably, and the muscle 
becomes so hard that the examining fingers cannot 
indent it. Normally, the uterus relaxes between 
contractions. 

Two kinds of abnormal uterine action signal danger: 
contractions that remain short and infrequent and con- 
tractions that last too long or occur loo frequently. 

Contractions that remain short,<irregular, snd 
infrequent do not bring about delivery of the baby. 
The mother becomes exhausted, and no progress in 
labor is made. Such abnormal uterine ac.ion may be 
caused by an ovcrdistcnded uterus, an abnormal fetal 
position, or a pelvis that is not adequate to deliver a 
fetus of that size. The reason for the short, irregular 
contractions needs to be investigated. 

Contractions that last longer than 70 seconds or come 
closer than every 2 minutes arc dangerous for the 
fetus. When the uterus is contracted, the oxygen sup- 
ply to the fetus is decreased. Very long. hard, frequent 
contractions also can lead to rupture of the uterus. 
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12. Prolonged or Arrested Labor. When labor progresses 
normally and no serious complications occur, the baby 
usually is bom within 14 to IS hours when it is a firs! 
delivery or within 8 to 9 hours when the woman has 
previously delivered a baby. Labor is considered pro- 
longed when more than 12 hours pass from the 
beginning of regular uterine contractic >is until the cer- 
vix if effaced and dilated. 

The second stage of labor-from the time the cervix is 
completely dilated until the birth of the baby-usually 
lasts no more than 1 hour; it may be only a few min- 
utes in a woman who has previously delivered. A 
second stage lasting more than two hours is a cause for 
concern and should be investigated. Prolonged labor 
can lead to such serious problems as fetal injury and 
ruptured uterus. 

Multiple Pregnancy 

Multiple pregnancy, or the presence of more than one 
fetus, is a complication that may cause problems during 
pregnancy, delivery, or in the postdelivery period. Mul- 
tiple pregnancies are more common among nonwhite 
mothers. The incidence also increases with the mother's 
age and the number of previous pregnancies. Multiple 
pregnancy should be suspected when any of the following 
occurs. 

• Uterine size increases abnormally fast or is larger 

than expected 

• Two or more fetal heart lates, distinct from each 
other and from the mother's pulse rate, are heard 

• Abdominal palpation reveals the presence of extra 
fetal small parts and/or more than one head 



The woman who is pregnant with more than one fetus is 
at risk and needs special care. Her body is under addi- 
tional stress because more than one fetus is making 
demands on her body and its stores. She is more at risk 
nutritionally and is therefore more likely to develop 
anemia. She also is more likely to develop toxemia of preg- 
nancy or to have excessive amniotic fluid. A woman 
carrying more than one fetus is more likely to go into labor 
early and deliver the babies prematurely. Prolapsed cord 
occurs more frequently during multiple births, and there is 
danger of the placenta separating before the second infant 
is born. During the postpartum period, the new mother is 
more likely to have excessive bleeding. 

Any woman who is suspected of having more than one 
fetus should receive medical supervision during preg- 
nancy. During pregnancy, the woman needs more 
frequent, careful assessment. Her needs for protein, vita- 
min supplements, and iron are increased. She should 
receive instruction on reducing daily activity, changmg 
position frequently, and obtaining a proper balance of 
exercise and rest. Emotional support is important. The 
multiple pregnancy may make the woman happy, sad, 
afraid, or overwhdmed, depending upon her own situation 
and the culture in which she lives. The midwife can help 
by recognizing the signs of a multiple pregnancy, by pro- 
viding the best physical care available, and by offering 
needed emotional support. 

The woman with multiple fetuses should plan.to deliver 
in a hospital. 
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1. Distended Bladder 
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Danger Signs 

Excessive vaginal bleeding (over 500 ml within 
24 hour period) 

Bright red bleeding after first few days 

Reddish color of vaginal discharge lasting more 
than 2 weeks 

Foul-smelling vaginal discharge 



During Postpartum 

Uterus palpable above pubic bone after 10 days 
Fever or chills 

Abdominal pain and tenderness 

Pain or pressure in perineal area 

Pain, swelling, or redness of leg 

Cracked nipples or pain, swelling, or redness of breast 



Prevention of Postpartum Problems 

Hemorrhage and infection are the two most prevalent 
and dangerous problems of the mother during the first few 
weeks after delivery. The midwife can prevent these by 
giving conscientious and knowledgeable care in the early 
postpartum period. 

Hemorrhage 

The most common reason for hemorrhage after delivery 
is failure of the uterus to remain contracted. The period of 
greatest dijnger is the first hour or two after delivery. 

The woman who has just delivered needs to be under 
constant observation at least for the first hour after deliv- 
ery. The midwife must make sure that the mother is 
reacting satisfactorily to the stress of delivery, that her 
uterus is remaining well-contracted and that bleeding is 
not excessive. After the separation of the placenta from the 
uterine wall, the contracting of the muscular wall of the 
uterus constricts the blood vessels. This prevents excessive 
bleeding from the placental site. If the uterus becomes 
relaxed, severe bleeding could result. 

During the first hour after delivery, the firmness of the 
uterus should be examined every 10 to 15 minutes, or more 
often if it is not remaining firm. With the mother relaxed 
and lying on her back with her legs flexed, the midwife 
palpates the fundus (top of the uterus) by cupping one 
hand above the uterus: the other hand supports the cervix 
(bottom of the uterus). The fundus should be felt at the 
midline of the abdomen at about the level of the umbili- 
cus. It may be slightly higher if the woman has delivered 
twins or if she has had several previous deliveries. The 
uterus may lie to one side and be higher than normal if the 
woman's bladder is full. In this case she should be encour- 
aged to pass urin*". as a full bladder may prevent the 
uterus from contractmg properly. If the'uterus feels soft, it 
should be massaged gently. To massage the uterus, the 
hands are in the same position as they are for the 
examination. 

At the same time, as the uterus is palpated, the mother's 
pad and the bed under her should be checked to be sure 
she has not been excessively hemorrhaging. If the bleeding 
exceeds 500 cc or if massaging the uterus does not control 
the hemorrhage, the woman should be taken to a hospital. 



The mother's pulse and blood pressure should also be 
taken every 10 to 15 minutes during this initial period. Any 
drop in blood pressure or increase in pulse could indicate 
the possibility of hemorrhage. However, a normal pulse 
rate and blood pressure reading does not mean that the 
woman is not bleeding. Because of the normal changes 
during pregnancy the woman who has just delivered often 
will not show changes in pulse and blood pressure until 
bleeding has become excessive. 

Infection 

Infection of the reproductive tract after delivery has 
been a dreaded complication of childbirth since ancient 
times. Today we understand that it is caused by bacteria 
introduced into the reproductive tract during labor, deliv- 
ery, or the immediate postdelivety period. The warm, 
moist uterine cavity, especially the placental site, provides 
an ideal place for bacteria to grow. The bacteria that most 
often cause the infection are those that normally live in the 
genital or intestinal Jract or the nose and throat. The bac- 
teria may be carried up into the uterine cavity where they 
multiply and cause infection. Infection is especially a prob- 
lem when membranes rupture a long time before delivery 
or when labor is prolonged. Women who are poorly nour- 
ished or anemic and women who have had excessive blood 
loss during delivery are particularly at risk to infection. 

Infection in the postpartum perio<; ,st often involves 
the uterine lining. Symptoms usually appear between 2 to 
5 days after delivery. Slight fever, loss of appetite and lack 
of energy are the first signs. Lochia (vaginal discharge) 
may be excessive and foul smelling or it may be scant, 
depending on the organism. Severe infections result iii 
high fever, rapid pulse, chills, abdominal tenderness, and 
deep pelvic pain. Severe infections may spread into the 
muscle of the uterus and into the surrounding tissue. The 
organism may travel through the blood stream to the 
entire body. Although postpartum infection todav can be 
treated today with antibiotics, it remains a serious com- 
plication. Any woman who shows symptoms of a 
postpartum infection should receive medical treatment as 
soon as possible. 

Every precaution should be taken to prevent postpartum 
infections Careful handwashing is an obvious precaution. 
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which should not be forgotten because of its simpiicitv. 
Everyone caring for the patiertt in labor, during delivery, 
or after delivery always should wash their hands thor- 
oughly before touching the woman. Hand washing is 
especially important if the same person has been caring for 
other women. Sterile gloves, if available, should be wor" 
during delivery. Ungloved hands should never be put into 
the birth canal. 

Anyone with skin infections, such as boils or abscesses, 
should not care for a woman during or immediately after 
delivery. The midwife should take care to avoid coughing 
or breathing on the patient. This is especially important if 
the midwife has a sore throat, runny nose, or other signs of 
upper respiratory infections. The area where the woman 
will deliver should be as clean as possible and be free of 
flies and dust. 

Normal Physiological Changes 

In the 6 to 8 weeks following delivery the reproductive 
organs of the woman return or nearly return to their pre- 
pregnant condition. Again, as in the pregnant woman, the 
most noticeable and important changes are in the uterus. 

Immediately after delivery of the placenta, the uterus 
normally is very firm and can be palpated about midway 
between the pubic bone and the umbilicus. It then rises to 
the level of the umbilicus or slightly higher, where it 
remains for the first 2 days. Then it decreases in size and 
gradually descends into the pelvic cavity, at approximately 
1 cm per day. By 10 days after delivery, the uterus should 
be withm the pelvis behind the pubic bone where it cannot 
be felt by abdominal palpations. The uterus is close to the 
prepregnant size by 5 to 6 weeks. This decrease in uterine 
size occurs more rapidly in women who have delivered for 
the first time than in women who have had several babies. 
It also occurs more rapidly in women who are breast- 
feeding their infants. This normal process may be delayed 
if the woman has retained placental fragment's or mem- 
branes or has an infection. It may also be delayed if the 
uterus was overdistended by twins or excessive amniotic 
fluid. 

After delivery of the baby and the placenta the outer, 
spongy layer of the lining of the uterus is shed. It is cast off 
after delivery in the lochia. In the first 3 days this discharge 
consists mainly of blood and is red in color. After 3 to 4 
days the lochia contains fewer red blood cills and more 
serum, causing it to become paler. After the 10th day it 
contains more white blood cells and mucus, and the color 
is a yellowish-white. 

The lochia may have a slight reddish tinge for up to 2 
weeks. A reddish color lasting more than 2 weeks indicates 
either retention of parts of the placenta or membranes or 
lack of healing of the placental site. Bright red blood after 
the first few days usually means a serious problem such as 
retained placenta parts. Such cases should be referred for 
medical treatment. Normal lochia should never contain 
large pieces of tissue. A foul-smelling discharge may 
indicate infection and should be investigated 
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CRITICAL INCIDENT REGARDING CHILDBIRTH 



During her training to work as a PCV In maternal and child health, Sally 
had an opportunity to witness a live birth. She'd never seen the process. 
The woman had been labor for 12 hours and was about to deliver when Sally 
was admitted to the room. The room wasn't like Sally had Imagined a 
delivery room to be. There was Just a hard table on which the woman lay 
In her traditional clothes. The cloth that was usually wrapped around for 
a skirt was loosened to allow the woman to open her legs. for childbirth. 
Unfortunately the birth turned out tobe a breech — the baby was coming out 
backwards — not head first as Is normal. Sally sweated the whole process 
out— almost feeling all the agnoy and pain that the woman was obviously 
feeling. Sally felt the woman was very brave for she never made a sound 
— except one moan for which the midwife scolded her. The midwife seemed 
very harsh and Impatient. She yelled commands to the woman that Sally 
couldn't understand. She never offered any sympathy or encouragement, but 
Sally noticed that the woman didn't seem to expect any. 

When the baby finally came out, Sally burst Into tears. She felt almost as 
exhausted as the woman looked. The midwife began caring for the baby girl 
and told the woman to come down from the table. The midwife mentioned 
that she was lucky to have lived through the many hours of labor. She 
noted that women who are unfaithful during their pregnancies always have 
very long and difficult labors. Sally went to help the woman who was 
crying and looked a bit surprised' as she patted her hand and helped her to 
a rough bed In the next room. Just at that moment the father came In. He 
brushed past the new mother, without even a endearing glance, and looked 
at the baby. "I wanted a boy", he said over his shoulder to his wife. 
Sally suddenly became uncontrollably angry and decided she'd better leave 
Immediately as she was sorely tempted to hit the father. 



Hi 
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Session 34 
WELL BABY CARE 



TOTAL TIME 
OVERVIEW 



3 Hours 



As discussed throughout this training manual, 
the ability of families and communities to 
provide adequate medical care, good nutrition 
and a safe and healthy environment Is 
considered basic to the optimal physical 
development of children. Also essential Is 
stimulation and socialization during Infancy 
and childhood which contributes to a child's 
Intellectual and emotional development as well 
as his physical development. 

In this session, participants learn to 
recognize developmental landmarks for children 
aged up to two years, and to Identify ways 
f am 1 1 i es contr t bute to these deve I opmenta I 
stages. " Local attitudes towards, and 
treatment of children born with physical 
deformities are also explored. 

Finally, the participants visit or discuss 
maternal child health clinics to learn how 
they are organized and what services are 
offered to children up to two years of age. 
They also consider how the family and 
community can promote aud augment the services 
offered by these clinics. 



OBJECTIVES 0 Describe the characteristics of 
newborn and the care It needs. 
(Step 1) 



a healthy 



Explain how the local community views and 
handles children born with certain physical 
deformities. ' 
(Step 1) 

identify the normal stages of development of 
children up to two years of age. 
(Step 2) 

Identify the factors which contribute to the 
physical. Intellectual and emotional growth of 
children up to two years of age. 
(Step 1-5) 
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RESOURCES 



Pediatric PrlQrttt««; tn +hft np^Pi p pinn vnri^ ^ 
Chapter 14. 

PrlmarY Child Care, A Wantiai fnr Hft>.i t h Wnrkpr., 
Book 1, Chapters 4 and 26. 



Trainer Attachments: 



- 34A 

34B 
34C 
34D 
34E 
34F 
34G 



to Observe and Ask Family 



Items 
Members 
The ttortaal Newborn 
Ftormal Variations 

Recognition of the HIgh-RIsk Neonate 
Care of the Newborn 
Stages In Child Development 
Making Games for Children 



MATERIALS 



News print, markers, materials to make games 
and toys (See Trainer Attachment 34G). 



PROCEDURE 



Trainer Note 



!IL ^'f*''^^ P'"'®'" ^^^^ session. Invite a nurse-mldwife or 

someone equivalent to explain and discuss the general cha?ac?e?- 
nfli^n T^f'. variations of the healthy newborn. Ask this 

person to Include a description of abnormalities that are 
frequently observed In the host country. 

At the same time, you should arrange visits with families that will 
allow the participants to observe and photograph ch I Id-rear fna 
practices and behaviors of children up to two Jea^s of age' ^he? 
should be encouraged to take pictures that show children: 

- alone 

- at play 

- Interacting with their environment (I.e. mothers, fathers, 
other family members and friends, animals etc.) 

- who are healthy 

- who have certain physical abnormalities 

- that evoked some emotion In the participants 

The participants should also be asked to observe or discuss with 
fami y members some of the questions found In Trainer Attachment 
34A (Items to Observe and Ask Family Members). o^nmenr 

Continued 
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If time or facilities for developing film are not available, 
collect photos from Volunteers or staff members that show these 
behavioral traits. 

You should also arrange a visit to a well baby clinic or have the 
guest Invited for Step 1 to discuss the organization and activities 
that are usually carried out at this clinic. 

You should coordinate this session with the participants' cross 
cultural training and their visits to the Community (Session 12). 



Step 1 Assessing and Caring for the Newborn 

(30 min) 

Introduce this step by tel I Ing the participants 
that In order to help families achieve proper 
growth and development for their children. It Is 
Important to understand how children normally grow 
and develop. To help familiarize them with the 
characteristics and variations of the newborn, 
danger signs In the newborn and the care needed 
during Its first days of life, tell them that a 
guost speaker will present a brief overview of the 
appearance and care given the newborn In their 
host country. 

Introduce and welcome the guest and asl< the 
participants to hold their questions until the end 
of the pre>jvntatlon. 



Trainer Note 

The items that should be covered and discussed during th'~ step 
are: 

The general appearance of the normal newborn (le. head, 

reflexes of the neck, moro area and grasp) 

Normal variations In the head, eye, breasts, genital area 

(k)mmon birth defects and certain danger signs of the neonate 

Common problems (le.scaly, oily crusts on the scalp. 

Jaundice, Irritated skin beneath the diaper) 

Care of the newborn (cord care, providing warmth, 

breastfeeding) 

You will find Information about these subjects In Trainer 
Attachment 34B-E and Primary Child Care by Maurice King. If a 
guest lecturer is not available to present this step, you or a 
participant should review the Information in these Trainer 
Attachments and other available resource material and give a brief 
lecturette using a live baby or doll, and pictures of abnormalities 
to Illustrate these major points. 
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rhHHr^!!"!!!! ff^o^^^ how the local culture views and" 

treats children with certain abnormalities should be Included. 

Items for discussion should Include: 

- Special practices mothers follow after the birth of a child 
(I.e. changes In eating or work habits) 

- Special medications taken, special rituals conducted 

- HOW mothers and/or other relevant persons care for Infants 
(I.e. how are they washed, fed, carried, watched) 

- Ch d care practices that are hazardous to the heatlh of the 
cn 1 1 Q 

" ll^fl^J^^ physical conditions considered to be abnormal or 

" defirlttler^^"^"'"^ ^^^^^^ of various abnormal Itles or 

- Treatment (traditional and modern) given for these 
abnormal Itles 

- Attitudes toward persons deformed or handicapped. 



Step 2 Describing ChlJd Development and Growth 

(35 min) 

Ask participants to work In sma 1 1 groups and to 
post the pictures they have taken that represent 
children at various stages of development. Next 
to the photos, have them 1 1st the age of the child 
and what they observed, tested and asked that led 
to the determination of the child's age and 
developmental status. 

Ask the groups to visit all the posters and to 
make notes on the physical. Intellectual and 
emotional stages that were listed for each age 
group. After the participants have viewed and 
made notes on the poster, ask them to share their 
findings and devlop a I st of Indicators that can 
be used to assess the different deveic -"mental 
stages. 



Trainer Note 



Trainer Attachment 34F (Stages In Child Development) contains 
Information on the characteristics of the developmental staqes an 
advantaged child goes through (I.e. one who Is given thelrope? 
health, nutritional and emotional stimuli). Please refer to this 
attachment and add to the list anything the participants leave out 



U5 

-674- 



Session 34, Page 5 



Learning Through Playing and Interacting with 
the Environment 

Begin this step with a brief Introduction to ways 
children learn and develop physically, mentally 
and emotionally (see Trainer Note). 

With the help of language tral'iers. Volunteers and 
the guest lecturer from Step 1, have the group 
develop a list of readily availcble materials that 
are or can be used to make toys or games. Show 
them the materials you have collected and ask them 
to form small working groups and to make one or 
two toys, pictures, games or col I ages that wl 1 1 
aid a child's development. 



Trainer Note 

Introduce this step by explaining that changes In the child's 
behavior and actions (I.e. physical coordination) of the child 
result from physical development, mental development, and from 
social -emotional development. These three areas are closely related 
and Integrated. 

Good .physical growth can be promoted by among other things, parents 
and family helping children learn and practice physical movements 
(eye, hand coordination). 

Mental growth, and development comes about with time and through 
learning new skills and meanings. New colors, shapes, sounds at.d 
tastes which the child experiences help him to learn. The parents 
and family can help the child by: 

- talking to him 

- repeating new words or Ideas many times 

- helping him In problem-solving situations. 

Social and emotional growth takes place through the experiences a 
child has with others. 

Tell them that the purpose of this step Is to develop simple play 
materials which can: 

- be dupl icated by parents 

- be used by children alone or In play with their families, 

and 

- encourage the child's physical, mental, emotional and social 
growth. 

&>ntlnued 



Step 3 
(43 min) 
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Trainer Attachment 34G gives a list of suggestions for materials 
and types of toys that participants can make. Obtain sowie of these 
materials prior to the session and set up stations where they can 
work. 

Assign each group a different age range up to two years of age for 
which they should develop toys and games. 



15 Minute Break 



Step 4 Sharing And Explaining Toys and Gam*3s 

(20 min) 

Ask each group to present their toy or game and to 
explain: 

- The age of the child for whom It was designed 

- The develoroentdi purpose It Is designed to 
serve 

-The need for or desirability of Involving 
other people (adults, brothers and sisters) In 
the activity (I.e. guided and free play, the 
advantages, disadvantages of both.) 

After all the groups have completed their 
presentations ask them what other forms of 
stimulation, encourag^nent, disapproval should be 
given by the family. Have them briefly, with the 
help of the experienced guests, determine ways 
that they can work with families In their 
recognition of the stages of growth and 
development of a healthy child and how the love, 
attention and stimulation they provide wll I help 
the child grow and develop Into a healthy, happy, 
active adult. 



Step 5 Visit To A tfel l-Baby CI Inlc 

(20 mln) 

Ask participants If they are famll lar with the 
concept of a Child Health or Under-Flves CI In Ic 
and If so to describe Its purpose, and the 
services which such clinics provide. 

Discuss the availability of these services In the 
host country and methods the participants can use 
to promote their use In the village. 



J47 " 
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Trainer Note 

Introduce this step by stating that, along with good nutrition, 
love and attention, a child needs to receive certain kinds of 
medical care that only a health center can provide. This care, 
which Is focused on In more detail In the modules on Nutrition and 
Diseases In the Developing World, goes hand in h-^nd with the 
factors discussed In this session, to ensure the optimal 
development of Individuals. 

The objectives and activities that part Id pnts should list during 
this discussion of Under-Ftve Clinics should Include serv' es for: 

- immunlz&tlcns 

- Growth Monitoring for prevention of rna I nutrition 

- Treatment for malaria, diarrhea with or without 
dehydration, and 

- Health education fur the family 

If time permits, the participants should visft an Under-Flves 
Clinic, If not during this session, then during £ 3 other part of 
their training. 

If the guest who presented the Introductory Ibcture can attend the 
entire session ask him her to give a brief talk on Under-FIves 
clinics during this step. The talk should Include the organization 
of the clinics, their activities and .the basic medical care that 
young child needs to grow up healthy. 



Step 6 Closure 
(15 min) 

Ask the participants to summarize this session by 
defining a Healthy Chi Id and what Wei I -Baby Care 
should consist of. 



US 
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ITEMS TO OBSERVE A^O ASK FAMILY MEMBERS 

o how many members of family are there? ages, sexes, education- 
al levels, relationships of the different members to head of 
family? 

• what type of house, compound and farm does the family have? 

• what are the conditions of the home and compound? 

• what does the family grow? what animals are kept? 
e how healthy are the children?. 

• what materials do the children have for play? 

• what specific practices are followed in the family in regard 
to control of children, discipline, rewards? 

• what are the parents' occupations? 

• what do the pre-school children do when the parents are working? 

• how much time do the mother, father, older children or other 
relatives spend playing with or encouraging the pre-school 
children? 

e how do the children of different ages behave in the home? * 

• do the children play with children from neighbouring homes' 
are they active? 

• what do the children like doing best? 

• do the children like helping around the house? 

what are the food likes and dislikes of the children? who gives 
the children their various meals? who do they eat with? what 
do they eat? 

« what language is spoken at home? 

• do the children take part in any community activities? 

• other relevant questions according to the country and culture 



(From: Ritchie, J., Manual on Child Development Family Life Nutrition , 
pp. 144-145.) 
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14. The Normal Newborn 



Everyone responsible for the care of mothers and infants 
should be familiar with the characteristics of the newborn. 
They should also be aware of the common variations in 
appearance that may concern parents, but that are consid- 
ered normal. It is important to be able to differentiate 
between normal variations and those that require referral 
for specialized care. 

General Appearance 

The typical newborn appears to have a large head, 
which may be rounded, lopsided, or elongated. The infant 
may have a bald head or thick hair. The face seems small, 
with pudgy cheeks, a wide, flat nose, and a receding chin 
that quivers easily. The neck is short and has deep 
wrinkles. The newborn has a small chest, large rounded 
abdomen and small pelvis. The short legs are somewhat 
bowed and the knees usually are flexed, with the legs 
drawn up toward his body. The arms are flexed, and the 
hands are held in a tight-flsted position. 

Fair-skinned infants are rosy-red at birth, while dark- 
skinned infants are much lighter at birth than they will be 
later in life. A newborn infant's skin is thin and dry. Some 
infants have downy hair on their bodies. At birth, the baby 
is covered with varying amounts of a white, cheesy, cold- 
cream-like substance called vermx. Cracking and peeling 
of skin is common in the first days of life. 

The newborn weighs an average of 3400 g. A baby born 
weighmg less than 2500 g is considered a lo*-birth-weight 
mfant. Birth weight over 4080 g is considered excessive. 
The average length of the newborn is SO to 52 cm. 

The Head 

The newborn's head is proportionately large, about one 
fourth the total body length. It measures between 32.1 cm 
and 36.4 cm when measured around the fullest part. Usu- 
ally, the head circumference is 2 cm greater than the chest 
measurement. 

The fontanels are openings or spaces between the skull 
bones. The diamond-shaped anterior fontanel is on top of 
the head where the two parietal bones of the skull come 
together. The anterior fontanel measures approximately 2 
to J cm wide and 3 to 4 cm long. Commonly referred to as 
the "sofl spot." the anterior fontanel can be felt easily It 
should not be sunken or bulging. The anterior fontanel 
normally closes at 12 to 18 months of age. 

The posterior fontanel is triangular in shape. It is 
located at the back of the head, between the occipital and 
parietal bones. The posterior fontanel is much smaller 
than the anterior fontanel; it may be so small that it is not 
felt easily. It usually closes by the end of the 2nd month 

The bones of the skull are held together loosely by 
membranes at the suture lines. This allows for consid- 



erable movement of the skull bones during labor and 
delivery. .As the head passes through the birth canal, tl.e 
bones overiap at the sutures, making the head smaller. 
This overriding of the sutures may persist for a brief inter- 
val after delivery. This is a normal occurrence and 
disappears within a few days. Widened sutures or fonta- 
nels, however, are abnormal findings. 

Newborn Reflexes 

The positions a newborn assumes and its responses to 
stimuli are important indications of stage of development 
and physical condition. 

The normal full-term newborn lies with both arms and 
legs flexed. If an examiner straightens an arm or leg, it will 
return to a flexed position when released. Diminished 
muscle tone is found in immature infants and those who 
suffered from lack of oxygen before birth. 

Tonic Neck Reflex 

When the head is turned toward one side, the infant 
extends the arm and leg on that side and flexes the arm 
and leg on the opposite side. This tendency usually dis- 
appears by 2 to 4 months of age. Its absence in the 
newborn or its persistence beyond 4 months of age may 
indicate damage to the central nervous system. Such dam- 
age could be the result of birth injuries or severe infection. 

Moro Reflex 

This reflex is best demonstrated when the infant is held 
with one hand under the buttocks and the other hand sup- 
porting the upper back and head. The infant's head is 
allowed to drop slightly. This sudden change in position 
will cause the infant to stiffen the body, draw the legs up, 
and throw the arms up and out. The infant then brings the 
arms forward toward each other. The thumb and index 
finger curve toward each other until they almost touch, 
while the other fingers extend. The movements should be 
symmetrical. Movement of only one arm indicates the pos- 
sibility of a fractured bone or damage to a nerve. 

The Moro reflex normally is strongest for the first 2 
months of life and disappears after 3 to 4 months. Its 
absence in the newborn period indicates some damage or 
irritation to the nervous system. Infants who do not dem- 
onstrate the Moro reflex should be referred for medical 
evaluation and treatment. 

Grasp Reflex 

The grasp reflex should be present in both hands and 
feet. When an examiner places a finger across the palms of 
the infant's hand near the fingers, the infant flexes the fin- 
gers and grasps the examiner's finger. In the normal full- 
term newborn, the grasp is strong enough to support the 
baby's weight. Touching the soles of the feet makes the 
infant flex the toes. The grasp reflex lessens after 3 months 
and begins to be replaced by purposeful movement. 
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14. The Normal Newborn 
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15. Nonnal Variations 



Some healthy newborns have normal but unusual phys- 
ical characteristics. These may concern parents or other 
family members, who may be unfamiliar with how the 
newborn should look. The knowledgeable nurse or mid- 
wife can reassure the family that the baby is normal. 

Molding 

The newborn's head may be molded into an elongated 
shape, especially if labor was prolonged or difficult. Meld- 
ing usually recedes rapidly; it is much improved within 24 
to 48 hours of birth. At the end of the 1st week, the head 
usually assumes a normal shape. Asymmetry of the face 
may also result from pressure or the position in the uterus. 
This, too, usually corrects itself 

Caput Succedaneum 

At birth, the soft tissues over the portion of the head 
that was presenting may be swollen. The edema results 
from pressure of the head on the cervix. The size of the 
swelling varies. The swelling rapidly diminishes, and the 
fluid is usually completely absorbed within a few days. 

Cephalhematoma 

A cephalhematoma is a collection of blood between the 
cranial bone and the periosteum. It is caused by pressure 
of the fetal head against the pelvis during prolonged or 
difficult labor. Like the caput succedaneum, cephalhema- 
toma appears as a soft swelling. Although a cephalhema- 
toma may be noticed at birth, it may not be apparent until 
the 2nd or 3rd day of life. The most common site is over 
the parietal bone. 

A cephalhematoma never extends over a suture line 
because it is limited to the surface of a bone. It may there- 
fore be distinguished from a caput, which involves soft 
tissues of the scalp and therefore has no such limitation. 
However, a cephalhematoma may involve more than one 
cranial bone. 



Enlargement of Breasts 

Noticeable enlargement of the breasts often is seen in 
newborn infants of both sexes. Occasionally the breasts 
secrete a thin, watery fluid. These conditions are produced 
by the mother's hormones acting on the infant. The breast 
vanations disappear gradually as the mother's hormones 
are excreted by the infant. The breasts should not be mas- 
saged, squeezed, or aspirated. 

Genital Hypertrophy 

Other effects of maternal hormones on tne newborn's 
appearance include a swollen vulva and a white, possibly 
blood-tinged mucoid vaginal discharge. Parents need to be 
reassured that this is a normal finding in some female 
infants and will soon disappear. 

Mongolian Spots 

Mongolian spots are irregular areas of bluish or grayish 
pigmentation. They are seen most often over the lumbar or 
sacral area in infants of Asian. African, or Mediterranean 
peoples. These spots closely resemble bruises, although 
they are harmless and usually disappear by age 4 to 6 years. 



A cephalhematoma disappears without treatment, 
although it may take several weeks. The collection of 
blood should be protected from injury but needs no fur- 
ther care. Aspiration should be avoided because of the 
danger of introducing infection. 

Subjunctival Hemorrhage 

Occasionally, as a result of pressure duri.ng delivery, a 
small capillary in the infant's sclera (white covering of the 
eyeball) breaks. The resulting bleeding appears as a 
bright-red, usually crescent-shaped spot on the sclera. No 
treatment is required. Parents may be reassured that the 
blood will be.absorbed and cause no harm. 
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15* Normal Variations of the Newborn 




1. Molding 



2. Caput 
Succedaneum 




4. Subjunctival 
Hemoirhage 



5. Breast Engorgement 



(From: Ross Laboratories.) 
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3. Cephalhematoma 





6. Genital Hypertrophy 
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16. Recognition of the 
High-Risk Neonate 



Danger Signs 

Cyanosis 

Rapid or difficult respirations 
Low birtli weight 
Jaundice 

Abdominal distention 

Tense fontanel 

Odor or discharge from cord 

Bleeding from cord 

Excessive or diminished muscle tone 

Rapid, slow, or irregular pulse 

Sweating 

Edema (swelling) 

High or low body temperature 

Pallor 



The high-risk newborn is one who, because of conditions 
prenatally. postnatally, or during the birth process, 
requires special care in order to survive and develop as a 
healthy individual. The nurse or midwife should be aware 
of the prenatal conditions that make the birth of a high- 
risk infant likely, as well as the signs that indicate a new- 
bom might be in trouble. 

Certain prenatal conditions present greater than usual 
hazards for both the mother and infant. Women with these 
conditions should be referred for delivery in a hospital, if 
possible. This group includes women who: 

• Are very young 

• Are very short or have skeletal deformities 

• Are diabetic 

• Are malnourished and/or anemic 

• Have or have had rubella, malaria, herpes, syphilis, 
or tuberculosis 

• Have had toxemia of pregnancy or bleeding in late 

pregnancy 

• Have polyhydramnios (excessive amount of 
amniotic fluid) 

• Have a fetus in an abnormal position 

Conditions during labor and delivery that suggest the pos- 
sibility of an infant at high risk include the following: 

• Prolapsed cord or cord around the neck 

• Meconium-stained amniotic fluid during labor 

• Obstructed or prolonged labor 

A history of any of the above conditions alerts the mid- 
wife to the possibility of a newborn at high risk. However, 
every newborn should be carefully examined immediately 



in Newborn 

Petechiae (round, purple-red spots on skin) 

Excessive salivation, frothy mucus 

Vomiting of bile 

Diarrhea 

Abnormal cry 

Cough 

Excessive irritability 

Twitching 

Convulsions 

Paralysis 

Delayed or inadequate voiding (beyond 24 hours) 
Failure to pass meconium within 48 hours 
Change in behavior or appearance 
Failure to lake feeds, failure to suck well 



after birth and closely observed thereafter for any sign of 
difficulty in making a successiul transition to extrauterine 
life. 

At birth, the infant moves from an environment where 
basic needs are met to the outside worid. Here the infant 
must be able to meet his or her own needs for oxygenation, 
nutrition, and elimination. A life-threatening problem 
exists when the infant is unable to manage any of these 
essential body functions. The nurse or midwife must be 
alert to signs that the newborn might have difficulty meet- 
ing these needs. 

Cyanosis 

Cyanosis is the bluish tone jo the skin due to a low level 
of oxygen in the superficial blood vessels. Because the 
peripheral circulation is immature, the normal newborn 
frequently has some localized cyanosis in the lips, hands, 
and feet in the first few hours after birth. Generalized cya- 
nosis, however, is a cause for concern, because it means 
that the infant's body cells are not obtaining adequate 
quantities of oxygen. 

Because even slight cyanosis is significant, close observa- 
tion for its presence is important. Comparison of the infant 
with another newborn of obviously good color helps reveal 
any difference. In babies with dark skin, cyanosis can be 
observed best in the mucosal lining of the'mouth. 

Cyanosis may be caused by any condition that lowers 
the level of oxygen canied by hemoglobin in the blood. 
Common causes include respiratory problems that prevent 
normal air exchange, damage to the central nervous sys- 
tem, or cardiac anomalies. 

Sudden episodes of cyanosis in a newborn whose color 
has previousl3|: been normal may be caused by excessive 
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amounts of thick mucus obstructing the upper respiratory 
tract. Suctioning of both no.se and mouth can relieve this' 
problem. The infant will then regain his normal color. 

The cyanotic infant who also has irregular breathing, a 
high-pitched cry. absence of the Moro reflex, or muscle 
tone that is either rigid or lax may have damage to the cen- 
tral nervous system. Infants whose cyanosis becomes more 
severe when they cry may have congenital heart anom- 
alies. Cyanosis also occurs in babies with choanal atresia 
(occlusion of the back of the i.ose by bone or metnbranc). 
Because infants normally breathe through th<: nose, and 
can breathe through the mouth only with great difficulty, 
infants with this condition will require surgery. An infant 
who is cyanotic at birth or immediately afterward and 
remains persistently cyanotic after suctioning has a more 
serious problem that needs to be investigated and treated. 

Sternal Retraction and Respiratory Distress 

Sternal or chest retraction is the pulling in of the chest 
that results from an increased effort to breathe. In tne nor- 
mal healthy newborn, respiratory movements are carried 
out mainly by the diaphragm and abdominal muscles, 
with little movement of the chest. When expansion of the 
lungs meets with resistance for any reason, the infant 
raises the ribs in an attempt to increase the size of the chest 
cavity. Because of the increased negative pressure in the 
chest, the softest parts of the infant's pliable chest are 
pulled inward. The result is retraction of the spaces 
between the ribs, the areas immediately above and below 
the sternum itself, and-the sternum. 

Chest retraction may range from mild to severe. In 
severe cases, the infant may have seesaw breathing. This 
means that the abdomen rises and the chest sinks on 
inspiration, and the chest expands and the abdomen falls 
on expiration. Because one of the first and most essential 
tasks of the newborn is to establish breathing, respiratory 
distress is life-threatening. 

Another sign of respiratory distress often seen with 5«er- 
nal retraction is flaring of the nostrils on inspiration. The 
infant attempts to obtain more oxygen by widening the 
nasal passages. Flaring of the nostrils frequently alternates 
with expiratory grunts. The infant attempts to retain aii in 
the lungs by partially closing off the glottis, and a grunting, 
moaning, or sighing sound is made as the air moves out 
past the vocal cords. The sound of a grunt or moan each 
time the infant breathes out should alert the nurse or mid- 
wife that the infant is in distress. If breathing is severely 
labored, the lips may part as the chin is pulled down when 
the infant takes a breath. 

Other signs of respiratory distress are a respiratory rate 
greater than 60 per minute or a heart rate less than 100 or 
greater than 160 per minute. Cyanosis may or may not be 
present. 

Usually, an infant in respiratory distress has one or 
more of these abnormal signs. The infant probably will be 
either restless or unusually quiet and less active than a 
healthy newborn. A baby in respiratory distress usually 
does not hold the extremities in a normal, flexed position 
but is limp, and the legs fall into a froglike position. An 
infant in respiratory distress does not suck well. During 
feeding, the baby may hai'e to stop sucking frequently to 
catch a breath. -« ^ _ .586- 



Respiratory distress is caused by any condition that 
results in incomplete expansion of the lungs. For example, 
the air passages may be obstructed by aspiration of mucus, 
meconium, amniotic fluid, or blood. Respiratory distress 
may be caused by congenital defects, infection, pneu- 
monia, heart failure, hemolytic diseases, metabolic 
diseases, or intracranial hemorrhage. Perhaps the most 
common cause is lack of a substance called surfactant. 
which is normally found in the lungs. Without adequate 
amounts of this substance, the alveoli of the lungs collapse 
each time the infant breathes out, and increased effort is 
required to expand them with each breath. 

Because immaturity is a common cause of th is problem, 
infants born before their due date should be closely 
observed. Any other infant who, for any reason, suffers 
from lack of adequate oxygen before birth is also suscep- 
tible. Infants of mothers who are diabetic, who have heart 
conditions, or who had toxemia or bleeding during preg- 
nancy are at risk. Prolonged labor, prolapsed cord, cord 
around the neck, placenta previa, premature separation of 
the placenta, or trauma at birth can be contributing causes. 
Whatever the cause, an infant who displays signs of respi- 
ratoiy distress needs skilled medical and nursing care in a 
well-equipped facility as soon as possible. 

If at all possible, pregnant women with conditions that 
increase the probability of delivering an infant who might 
dtveLp respiratory distress should plan to deliver at a hos- 
pital. Nurses and midwives can assist in the prevention of 
respiratory distress by encouraging and providing prenatal 
care and carefully managing labor and delivery. 

Low-Birth- Weight or Immature Infant 

The infant who is smaller or weighs less than normal at 
birth needs special care. Traditionally, a low-birth-weight 
infant was considered to be one weighing less than 2500 g. 
With the recent recognition tl^at babies in many countries 
are typically lighter in weight than newborns in western 
nations, some countries have now set the lower limits of 
normal birth weight at 22S0 g or even 2000 g. 

The largest number of immature infants are those who 
are bom before the expected due date. The infant bom 
before term appears not only small but underdeveloped. 
The nurse or midwife should develop skill in evaluating 
the maturity of an infant by physical findings other than 
weight or size alone. 

The head of the low-birth-weight infant appears even 
larger in proportion to the body than In the normal new- 
born. Compared with the skin of the full-term newborn the 
skin is a deeper pink, and cyanosis of the hands and feet is 
more likely. The blood vessels can be seen easily through 
the srnooth. thin skin. Fine, downy hair, called lanugo, 
often is seen not only on the back but also on the arms, 
forehead, and sides of the face. 

Breast tissue is less developed, and the nipple is less well 
defined. Creases in the soles of the feet are fewer; they 
may be entirely absent if the infant is born before 32 
weeks of gestation. Ear cartilage is scant, so the ears 
appear rather flat and shapeless. In the male, the testes fre- 
quently have not descended into the scrotum. In the 
female, the underdeveloped labia majora does not cover 
the clitoris and labia minora. 
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Muscle Cone is poor. The low-birth-weight infant lies in 
a relaxed, froglike position, rather than in the flexed posi- 
tion of the full-term newborn. Because of incompletely 
developed muscles, the abdomen distends easily and the 
movements of the intestines can be seen through the thin 
abdominal wall. Sternal retraction accompanied by nasal 
flaring is frequently seen, since the immature infant is 
prone to respiratory difficulties. The reflexes are weak or 
even absent, depending on the degree of immaturity. 

The immature infant has the same priority needs as the 
full-term infant. Immature lungs and poorly developed 
respiratory muscles make it more difficult for the imma- 
ture infant to breathe on his own. A weak gag reflex makes 
it difficult to cope with the typically large amounts of 
mucus. Maintaining body heat is difficult because of the 
relatively large area of body surface, lack of subcutaneous 
fat, and inability to shiver. Nutrition is a problem because 
of the low-birth-weight infant's high caloric needs coupled 
with the poor sucking reflex and small stomach. The skin is 
easily traumatized. Finally, the immature infant has a 
poorly developed ability to combat infections. 

Because the immature infant's own resources are lim- 
ited, survival is often dependent upon expert care. If the 
birth of a preterm or immature infant is expected, the 
mother should deliver in a hospital, where the infant can 
receive skilled care immediately. An immature infant bom 
in a home or a clinic with limited facilities should be trans- 
ferred as soon as possible to a well-equipped medical 
facility. Meanwhile, the nurse or midwife should insure 
that the baby is handled gently, suctioned well, and kept 
warm. 

Jaundice 

A yellow tone to the skin, sclera, and nails i, called jaun- 
dice. It occurs when bilirubin levels in the blood become 
excessive, and pigments stain the body tissues. Bilirubm. 
which results from the breakdown of red blood cells, is 
normally excreted by the body. The newborn has high lev- 
els of bilirubin and a poorly developed mechanism for 
converting it to a form that can be excreted. 

The nurse or midwife should observe every newborn for 
jaundice. Jaundice is most reliably assessed by observing 
the color of the sclera, nails, and skin, especially the palms 
and soles. Application of pressure over a bony area causes 
blanching, and the yellow color can be seen more easily. 
For dark-skinned infants, observation of the sclera, con- 
junctiva, and oral mucosa is best, because the normal 
pigment in the skin can easily mask jaundice. Infants 
should be observed in daylight, as various types of arti- 
ficial light may distort the color. 

A slight degree of jaundice is observed in the skin and 
sclera of about half of all full-term infants, beginning on 
the 2nd day of life and disappearing by 1 week. This com- 
mon condition is called physiologicjaundiceof the 
newborn. It is important to distinguish between this mild 
jaundice, which apparently is not harmful, and the more 
serious forms. Physiologic jaundice never appears in the 
first 24 hours of life; nor does it last longer than I week in 
the full-term infant or 2 weeks in the preterm infant. With 
this type of jaundice, the infant shows no other signs of ill- 
ness. Also, bilirubin levels in the blood do not reach 
excessively high levels. If total serum bilirubin exceeds 
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12 mg/100 ml. if the jaundice is present at birth, if it 
appears sooner than the 2nd day or lasts longer than 1 
week, or if the infant has other signs of illness, the cause 
needs to be investigated 

Common causes of jaundice are immaturity, hemolytic 
diseases caused by blood group or Rh incompatibility, and 
infections. Infants born to diabetic mothers are at 
increased risk for jaundice. Other high-risk infants include 
those with enclosed bleeding, such as a cephalhematoma, 
central nervous system bleeding, or considerable bruising 
from delivery. 

Whenever possible, the precise level of bilirubin in the 
blood should be determined in any infant with jaundice. 
Excessive levels of bilirubin, whatever the cause, can be 
dangerous. When bilirubin levels are high, bilirubin pig- 
ments are deposited not only in the skin but also in the 
tissues of the brain, resulting in brain damage. This is 
called kernicterus. Early signs of excessive levels of biliru- 
bin are poor feeding, lethargy, and loss of the Moro reflex. 
If untreated, the infant may have a shrill cry, respiratory 
distress, bulging fontanel, twitching, spasms, or opistho- 
tonos (abnormally increased muscle tone). Infants with 
these symptoms oflen die and those who do survive are 
seriously damaged for life. 

Low-birth- weight infants and those with infections or 
respiratory distress may develop kernicterus at lower levels 
of bilirubin. 

Abdominal Distention 

The nurse or midwife should be able to distinguish 
between the normal, rounded, protuberant abdomen of 
the newborn and an abnormally distended abdomen. The 
distended abdomen is firmer to the touch and may appear 
shiny because the skin is stretched. If the distention is 
severe, engorged blood vessels may be seen. 

Abdominal distention in the newborn pen ^ may be 
caused by various conditions, all of which are serious. A 
common cause is an obstruction somewhere in the gas- 
trointestinal tract. An infant with such an obstruction 
cannot survive, so the problem must be recognized and 
treated early. Any time a newborn is vomiting and/or has 
not passed meconium, the possibility of an obstruction 
should be considered. Another possible cause of distention 
is a fistula (abnormal opening) between the trachea and 
the stomach. This causes the stomach to become distended 
with air. Infants with this type of fistula also frequently 
have excessive amounts of mucus. 

Abdominal distention also may be caused by septi- 
cemia, a generalized infection in the blood stream. Infants 
with septicemia are lethargic, feed poorly, and may be 
jaundiced or cyanotic. Any infant with abdominal dis- 
tention needs skilled medical care at the earliest possible 
moment. 

Tense Fontanel 

Normally, the anterior fontanelle in the fontanel may be 
felt on a level with the cranial bones. It is firm but soft to 
the touch. Coughing or crying may make it more taut or 
cause it to bulge slightly, but the fontanel again flattens as 
the infant becomes quiet. The anterior fontanel also is 
softer and becomes flatter when the infant is held in an 
upright,position. Anytime the fontanel feels verv firm to 
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the touch and continues to bulge above the level of the 
cranial bones, it is a serious sign of increased pressure on 
the brain. 

Some of the more common causes of tense fontanel are 
intracranial hemorrhage (bleeding into the brain tissue), 
subdural hematoma (a collection of blood under the cov- 
ering of the brain), or severe infections such as meningitis 
(infection of the covering of the brain). These are all 
serious, life-threatening conditions. An infant with tense 
fontanel is in urgent need of medical treatment. 

The nurse or midwife should be alert to the tension of 
the fontanel of any newborn infant. Infants in whom a 
problem is likely often have other signs of abnormalities, 
such as refusal of feeds, diminished muscle tone, or 
increased respiratory rate. 

Inflammation of the Umbilical Cord Region 

The umbilical cord at birth is bluish white and moist. 
Afier it is clamped, it begins to dry and shrink and 
becomes a dull yellowish brown. If free of infection, it con- 
tinues to shrink and turn black. A red line of demarcation 
appears where the cord attaches to the skin of the abdo- 
men. By the 6th to lOth day, the cord is completely dry and 
falls off. 

Any redness in the area, odor, moisture, or discharge 
from the cord indicates an •".ifection. which needs to be 
treated promptly. Inflammation in the umbilical region is 
a serious problem. Infection can easily spread to the liver 
or even to the blood stream, resulting in septicemia. 

With proper care, infection can be prevented. Only ster- 
ile scissors or razor blades should be used to cut the cord. 
The cord should be cut no more than 2 to 3 fingerbreadths 
from the abdomen; a long cord stump makes infection 
more likely. If alcohol, triple dye. or another antiseptic is 
available, it may be used to clean the cord. According to 
some local customs, substances other than antiseptics are 
put on the cord. This practice should be strongly dis- 
couraged, because such substances may contain bacteria 
that can cause tetanus or local infection around the 
umbilicus. 

A cord dressing is not necessary. If one is used, it should 
be loose to permit air to circulate freely so the cord will 
dry. Creams, lotions, and oils should be avoided, Jio they 
delay drying of the cord and increase the possibility of 
infection. The area should be kept clean and dry. Until the 
cord heals, the infant should be given sponge baths rather 
than bathed in a basin or tub. Whenever caring for the 
cord, the nurse, midwife, or parent should wash her or his 
hands thoroughly. Careful handwashing helps prevent 
infection. 

Opisthotonos 

Increased muscle tone beyond that normally found in a 
full-term newborn is a dangerous sign, just as is dimin- 
ished muscle tone. The healthy newborn lies with the body 
and extremities bent (flexed). If an examiner stretches the' 
extremities, the infant will flex them when they are released. 

Conditions that cause irritation to the meninges (the 
covering of the brain) can make all the muscles of the 
body contract. As a result, the infant's body assumi 



back, the back is arched, and the body is stiff or ngid. This 
condition is often accompanied by muscle spasms or 

convulsions. 

The infant who displays such symptoms !s extremely ill 
and should be referred to a physician immediately. 
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extended rather than a flexed position. The head is. 
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High Risk Infants 




5. Abdominal Distention 



7. Opisthotonos 




(From: Ross Laboratories.) 




6. Tense 
Fontanel 




8. Inflammation 
of Umbilical Cord 
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It Care of the Newborn 



Several important needs of the newborn must be met. 
They are: 

• To begin breathing on his own 

• To maintain body temperature 

• To be free from infection 

• To be adequately nourished 

The midwife's care of the newborn is directed toward 
meeting thess needs. 

Clearing the Airway 

In order to breathe, the infant must have a clear pas- 
sageway for the air. Immediately after delivery the infant 
is held securely with the head down while the nose and 
mouth are wiped free of mucus and blood. A bulb suction 
or mucus extractor should be used if available. 

Cord Care 

After the airway has been cleared, the cord is clamped 
or tied in two places and cut between the tics with sterile 
scissors or razor blade. Th< cord is then clamped or tied 
approximately 1 to 2 fingerbrcadths from the abdomen 
using a sterile damp or tie. If a string or thread is used, it 
should be tied in a square knot so it cannot come loose and 
allow bleeding. The cord is then painted with alcohol, 
triple dye, or some other antiseptic. A cord dressmg is not 
necessary, but if one is desired, a sterile gauze square may 
be placed loosely over the cord stump. Infection of the 
stump must be prevented because the infection can spread 
easily to the infant's body. Only sterile instruments should 
be used to cut and clamp the cord. The area should be 
kept clean and dry until the cord stump heals. 

Eye Care 

To protect the newborn from eye infection, silver nitrate 
drops or an antibiotic eye ointment is instilled in the eyes 
immediately after birth. The midwife should use the sub- 
stance specified by law or official policy. In the absence of 
a policy or law, the midwife should consider it her respon- 
sibility to use the best substance she has available. The 
infant's eyes should be wiped with a clean piece of cotton. 
Holding the head securely, the midwife places the drops or 
ointment in inside the lower eyelid. The drops or ointment 
should never be placed directly on the eyeball. 

Providing Warmth 

Because of physical immaturity, the newborn infant is 
not able to maintain a normal body temperature when the 
surrounding air is too hot or too cold. At birth the infant 
leaves the warm, controlled environment of the uterus and 
enters what is almost always a much cooler room. Evapo- 
ration of moisture from the newborn's wet body lowers 
body temperature. The infant can easily become chilled in 
the first few minutes after birth. , 
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Coolingof the body increases the infant's use of oxygen 
and quickly leads to a disturbance in the body's chemical 
balance. Tliis is especially dangerous in an infant who 
already is having difficulty breathing. Therefore, the mid- 
wife must tak^ every precaution to prevent excessive heat 
loss. Immediately after the cord is cut, the infant should be 
dried well with a sterile or very clean blanket or towel. 

In most areas of the world the newborn needs to be kept 
warm. A crib with a radiant heat source or controlled tem- 
perature is the ideal way to provide warmth. If this is not 
available the infant should be well wrapped in a blanket. 
CAUTION! !-ln some climates, the infant will become 
too hot if wrap|)ed. The midwife should use her own judg- 
ment in determining whether the infant needs to be 
covered. 

Breast-Feeding 

Breast-feeding immediately after birth should be 
encouraged when the infant is breathing well and the 
mother is awake, alert, and wants to nurse. The infant's 
sucking stimulates the uterus to contract after the placenta 
is delivered. This decreases blood loss in the mother. 

Early breast-feeding also provides close contact between 
the mother and her newborn and promotes the devel- 
opment of a dose relationship between them. If this is her 
first baby or if she has not previously breast-fed, the nurse 
needs to give her assistance or guidance. 

The mother probably can manage best if she is lying flat 
with a pillow under her. She cradles the infant's head with 
one arm. With her free hand, she touches her nipple to the 
side of the baby's face that is nearest to the breast. This 
encourages the baby to turn toward the nipple (the rooting 
reflex). The mother places the nipple well into the baby's 
mouth The baby's gums should press on the areola rather 
than on the nipple itself. The mother may need to place 
fingers against the breast to keep it away from the baby's 
nose. To remove the infant from the breast the mother 
should place one finger at the corner of the infant's mouth. 
This breaks the suction, helping to prevent sore nipples. 

Both breasts should be offered because the sucking pro- 
motes the production of milk. If the infant takes httle or 
does not seem eager, it is not a cause for concern. The 
infant has enough body stores of nutrients to stay healthy 
until the milk flow is established. In the meantime, he is 
receiving colostrum that contains not only nutrients but 
also antibodies that help to keep him healthy. 

After the mother has had an opportunity to see and 
touch the baby and breast-feed if she desires, the infant 
should be placed in a crib on his rignt side with the head 
slightly lower than his body. This will hdp any mucus to 
drain from' his mouth. 
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ANSWERS TO REVIEW QUESTIONS 
Common Problems of the Newborn 



1. What causes cradle cai^ 
Oils from the scalp 

2. Describe the usual signs of cradle capi 
Scaly, oily crusts on the newborn's scalp 

3. How would you treat cradle cap? 

Remove the scaly patches by using a soft brush to scrub the newborn 's head 
with soap and water. Apply 2.3% selenium sulfide lotion and rub it into the 
newborn's scalp with warm water. Leave the lotion on the scalp for fifteen 
minutei then rinse it completely off Repeat the treatment twice a week for 
two weeks, then once a week for the next two months Advise the mother to pro- 
tect her newborn 's eyes and to take care that her newborn does not swallow any 
of the lotion. 

4. Diaper rash is a skin problem that is caused by irritation from urine 
and stool in diapers 

a. Describe the usual medical history. 

Redness and irritation beneath tl^ diaper 

K Describe what signs of diaper rash you should look for in a physi- 
cal examinatioa 

Red, chafed, and moist skin beneath the diaper 
c What will be your patient care for diaper rash' 

Tell the mother to change the diaper soon after it gets dirty or wet 

Wash the diaper area with a soft, mapy cloth and rinst with clean 
water. 

Expose the affected area to the air for several hours each day 
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5. TRUE(T)orFALSE(F) 

— 3L A cold in a newborn is usually caused by a virus 
—E- You will need antibiotics to treat a cold 
—2L The symptoms of a cold usually last from three to ten days 
—21 One possible complication of a cold is that the infection may 
spread to the larynx and epigldttis. 

6. List at least five signs thatyou might find when examining a newborn 
with a cold 

A Norma/ temperature 

h Active and alert but perhaps irritable newbnrn 
c Possible noisy nasal breathing at times 
i No appearance of severe illness 
e Clear discharge from nose 
f Clear lungs 

7. Describe what patient care you would suggest for a newborn with a 
cold 

<t Clear his nose with a rubber syringe so he can nurse, 
h Continue to breast-feedfrequently. 

c Gr'e.23% neosynephrine nose drops two to three times a day b^ore feeding 

8. What causes simple swelling of a newborn's scalp? 
Pressure on the newborn's head during delivery 

9. What is the treatment for simple swelUng of a newborn's scalp? 
Assure the mother that the swelling will fade away 



(From: Ross Laboratories^ 
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STAGES IN CHILD DEVELOPMENT 




Infancy; birth to 2 years 

The young infant seeks safety and security. As 
people respond to his needs by feeding him, loving 
him, making him clean and comfortable, helping him 
to learn and do things for himself, he develops 
confidence in his world and in the people around him. 

Between birth and 3 months 

The infant's muscles grow and strengthen so that 
he can hold his head up when he is put in a sitting 
position and can tighten his muscles when picked up. 
He can hold his eyes in a fixed though vague position 
and he can hold light objects in his hand but probably 
does not pick them up. He begins to notice a human 
face and may begin to smile. 
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4-6 months 

The infant smiles when he sees a person and likes 
to have persons pay attention to him and talk to him; 
he chuckles, coos and laughs and becomes very sociable 
By 6 months he is very vocal, using his voice and 
making meaningless sounds. He recognizes his mother 
and knows which people are familiar and which are 
strangers. His body strengthens and he has much more 
command over it. He is delighted with his ability to 
moye his head, to play with his hands, to put things 
Tfi his mouth, to roll over and rest on his elbows and 
even perhaps to sit up for a second or two. 

7-9 months 

He fingers and manipulates objects and his own 
hands and wrists, bangs on things, puts them in his 
mouth. Physically his coordination skills increase 
and he uses his thumbs with his fingers more easily 
and uses both hands. Reaching and grasping are now 
automatic and he may feed himself with a biscuit or 
piece of bread. He can sit alone and may even crawl 
or stand. He may begin to get teeth at 6 to 8 months. 
Socially he learns to respond to more than one person 
at a time, he likes rhythm and being bounced about 
but he can become easily over-excited. He enjoys 
singing to himself, and making other noises with his 
voice and banging toys together, and he can be self- 
contained as well as sociable. He begins to respond 
to his name and to imitate sounds. 

10-12 months 

By this time the infant can usually roll over and 
sit up, uses both hands skillfully to feel, pluck, 
investigate, to put things inside one another; to bang 
with cup and spoon, to dip into food and to carry 
things. By the end of the first year he may have six 
front teeth. He may start to walk or to creep about 
very actively. He may say the words in his language 
for mama and dada and perhaps one or two other words. 

Socially he is developing. He enjoys peek-a-boo 
(hiding behind the hands) and patting games with the 
hands and he is shoi\'ing interest in his play although 
he is easily distracted. He may begin to be coy. He 
notices disapproval or praise in his mother's tone of 
voice and is socially very cooperative although his 
behaviour is frequently variable and inconsistent. 
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1 year 'to 18 months 

By 1 year an infant's birth weight has usually 
tripled. He learns to walk. He enjoys pulling, 
pushing, lifting, pouring, throwing things, playing 
and splashing in water. He often tries to feed 
himself and can hold a cup. He may speak a few 
words correctly. Socially he is full of curiosity 
and "into everything." He enjoys watching and 
imitating people, by coughing or sneezing for 
example. He is more responsive to adults than to 
other children and is very depp^'ient on his 
mother. He may show emotions such as affection, 
anxiety, jealousy., sympathy, shyness with strangers. 
He begins to show food likes and dislikes. 

18 mo'Aths to 2 years 

By about 18-20 months a child Is usually 
constantly on the move, likes to push things, to 
walk backwards, to chase and hide and be chased; to 
play with sand or earth and to climb. He begins 
to speak a few more words. He likes to listen to 
rhymes, music and to look at picture books. He 
enjoys an audience and applause and becomes' more 
sensitive to approval and disapproval. He shows 
some Independence and begins to undress himself. 
He begins to show temper and fear. He gives names to 
people, things, actions. He may become attached to a 
particular toy or blanket. At this stage he learns 
to control his toilet habits. 

From 20 to 24 months, he enters into a posses- 
sive stage where everything is "mine," and also a 
negative stage where his reply tends to be "no." He 
becomes more aware of people and copies household 
tasks in play. Physically his appetite may decrease, 
his growth slows down somewhat, and his coordination 
increases - he can kick a ball and he becomes more 
skilled with the use of one hand. He becomes more 
aware of father as well as mother and father often 
becomes a favorite. He begins to like being with 
other children* 
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-697- 



Session 34, Trainer Attachment 34G 
Page 1 of 2 



MAKING GAMES FOR CHILDREN 



9 for climbers - pieces of wood to nail to the trunk of a tree, 
and sisal rope to lash them securely 

9 for obstacles for climbing through" - old worn tires can be 
nailed to a piece of wood side by side to provide a tunnel 
for children to crawl through; wooden boxes with the top and 
bottom removed or any other objects which can form a tunnel 
can be used 

0 for a see saw - a long plank and a large log 

» for a skipping rope - rope made from sisal fibres 

0 for building blocks - v/ood cut to careful measurements, or 
small milk or cigarette can$ with sharp edges well hammered 
and smooth 

0 for puzzles - old magazine pictures or posters to stick onto 
thin wood or strong cardboard. These can be cut Into small or 
large pieces according to the ages of the children who will use 
them 

« for pasting collages - seeds, shells, leaves, and other 
objects to pcste onto paper (old newspaper or old mimeograph 
paper from local offices will do If nothing else Is available) 

0 for making paste - wheat or cassava flour for boiling with 
water 

0 fdr making paints - local roots, leaves, stones (curry. Indigo, 
henna), charcoal, ash and others known locally 

0 for paint brushes - grass or sticks 

0 for building cars, aeroplanes, trucks, houses - pieces of sisal 

stalk, corn and millet straw, pulp of reeds," thorns for fixing 
pieces together 
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9 for wheels - empty sewing spools (reels) and bottle tops 

e for building boats - coconut shells or baobab fruits 

9 for modeling - clay from the ^round or papier machfi made from 
old paper, water and flour paste 

o for a sand tray - planks for edges, sand, old tins for carrying 
water and to use as moulds 

• for paper-folding - old paper, to make hats, aeroplanes, wind- 
mills, boats 

0 for weaving - palm leaves 

9 for sewing - old sacks and raffia (a large needle will be 
required) 

• for making music and rhythm - calabashes, coconut shells, gourds, 
bamboo sticks and pieces of old netal to make rattles, maracas, 
flutes, violins, rhythm sticks, triangles and cymbols 

9 for songs, dances, stories - collect local traditional onss or 
write new ones 

9 for dolls and for playing at houses and families, or other 

Imitative play - old pieces of cloth stuffed with rags for heads 
and hands; corn stalks, banana stalks; scraps of worn-out cloth or 
waste pieces from the local tailor to make clothes; paint to mark 
in hair, eyes, etc 

9 for puppets - papier machS; clothes from scraps of cloth 

9 for play kitchen and home equipment : plates, pots, cups, spoons 
- small gourds, coconut shells, calabashes 

• for necklaces and bracelets - seeds of all kinds 

« for building houses or for storing things - old packing cases, 
crates or cartons 

• for masks -paper bags (sacks) 



(From: Ritchie, J., Manual on Child Devetopment Famil y Life Nutrition , 
pp. 147-148) 
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HEALTHIER FAMILIES THROUGH CHILD SPACING 



TOTAL TIME 4 hours, 25 minutes 



OVERVIEW Child spacing, the number of years between 

births of children, affects the health of a 
mother and her children. Evidence from 
developing countries shows that maternal and 
child malnutrition and death rates are higher 
when the births of children In a family are 
spaced less than two years apart. In this 
session participants learn about local beliefs, 
knowledge and practices related to family size, 
relations between men and women, human repro- 
duction and ways to space births. They discuss 
national policies related to child spacing, and 
consider the health and economic benefits of 
child spacing. They examine specific methods for 
delaying the birth of the next child. They also 
practice dealing with rumours about child 
spacing methods, using family health education. 



OBJECTIVES • To describe IccaJ attitudes and practices that 
affect child spacing. 
(Step 1) 

• To state national policies dc :>! Ing with child 
spacing. 

(Step 2) 

• To list the health and economic benefits of 
child spacing. 

(Step 3) 

« To explain the use, side effects, and 
effectiveness of at least five methods of 
contraception. 
(Steps 4, 5, 6) 

• To practice using health education to counter 
rumors and misinformation about child spacing. 
(Steps 7, 8) 
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Session 35, Page 2 

Concepts and Issues In Famtly Planning 
Community. Culture f. nara, pp. 201-206 

Handouts: 

- 35 A National Policies and Programs Related 

to Child Spacing (to be prepared by 
the trainer) 

- 35B Methods of Contraception 

Trainer Attachments; 

- 35A Child Spacing for Maternal and Child 

Health 

- 35B A Child Spacing Story 

- 35C The Menstrual Cycle 

- 35D Dealing With Rumors About Contraception 

- 35E The Main Responslbll Ity Program 



MATERIAl.S 



Samples of the kinds of contraceptives 
discussed; visual aids showing human 
reproduction, contraceptions, benefits of child 
spacing; films or fllmstrlps on child spacing. 



PROCEDURE 



Trainer Note 



Please note that the overall goal of this session Is to provide 
future Volunteers with enough Information on family plannlna 
concepts and Issues to be able to: 

- address rumors circulating through the community, and 

- refer people to available host country services and programs 
when they request It. 

Be sure participants clearly understand, by the end of the session, 
their role In promoting child-spacing. That role Is usually one of 
passive, not active promotion. Peace Corps In-country staff who are 
responsible for the technical programming should be able to give 
you an accurate picture of how the PCV Is expected to work In this 
Important area of primary health care. 

Continued 



• 
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Prior to the session find out about national policies and programs 
related to child spacing. For example: 

- Does the government promote child spacing through: 

- media 

- training personnel In service provision 

- free or low cost distribution of contraception? 

- Where does counseling on child spacing and distribution of 
contraceptives fit within the health system? 

- Are there restrictions on the distribution of certain kinds 
of contraceptives? 

Prepare a handout summarizing programs or reasons why there are no 
policies or programs. If that Is the case. 

Also visit any family planning organizations (such as International 
Planned Parenthood Federation) borrow visual aids and find out 
what kinds of activities they are doing at the community level. 
Ask a participant to arrange a display of the visual aids on child 
spacing. 

If possible Invite a local health worker, who has experience In 
child spacing counseling, to attend the session, to answer 
questions about local beliefs and practices affecting the 
acceptability of child spacing. Arrange for an Interpreter If 
necessary and coordinate with language training to make sure that 
participants have the basic vocabulary needed to discuss these 
topics. 

Coordinate this session with sessions In cross cultural training 
and personal health related to sexuality. 



Step 1 Discussion of Local Beliefs and Practices 

(20 mln) Affecting Child Spacing 

Introduce the session briefly reviewing the 
objectives and defining "child spacing" In relation 
to primary health care using Trainer Attachment 35A 
(Child Spacing for Maternal and Child Health). 
Point out the display of visual aids on child 
spacing during your Introduction. 

Introduce the visiting health worker and ask him or 
her to describe some of his or her own experiences 
In counseling for child spacing In the host 
country. Facilitate discussion of questions such as 
the following: 

■J 73 
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How many chlldidn do most families have? How 
many do they want? 

Are there any traditional practices for 

spacing births? Are these used today? 

What do most people think of child spacing? 

What kinds of beliefs and practices affect 

the acceptabllllty of child spacing? 

Use of particular techniques for child 

spacing? 

What knowledge do they have of modern child 

spacing techniques? 

Are there any common rumors about child 
spacing techniques? 



Trainer Norte 

Community Culture nnri Prnrft, pages 201-206 provides an excel lent 
list of questions to ask about bel lefs and. practllces related to 
sexuality, child spacing, and sexual modesty. 

Some of the areas of beliefs and practices Ukely to Influence the 
acceptability and practice of child spacing Include: notions about 
virility, motherhood, body notions (what body parts people will and 
will nol touch, what parts are covered and why), marriage patterns, 
rules of sexual behavior. 

One technique for learning about what people know and feel about 
reproduction and how the body works In general Is to ask them to 
fill In an outline of the body I Ike the one below. This usually 
provides a more concrete, less threatening basis for discusslna 
their knowledge and beliefs than simply asking questions. 




Emphasize that these are private, sensitive topics; some things 
that may be discussed In public In one culture ere Indecent for 
conversation In another culture. Participants need to have a clear 
Idea of their own beliefs, practices and feelings related to these 
top cs through cross-cultural training. Their own biases or 
"cultural baggage" they carry to their work site will affect 
participants' own reactions to tho social rules they encounter as 

,L ®^ .1^^^'^ ability to work effectively with both men and women 
In the culture. 



174 
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Step 2 Discussion of National Policies and Progress 

(20 mln) Related to Child Spacing 

Distribute Handout 35A (National Programs and 
Policies Related to Child Spacing) and fscliltate a 
discussion that Includes the visiting health worker 
and his or her experience working with this 
system. Link this discussion back to Session 6 
(Health Care Delivery Systems), Some Important 
topics for dl£;cuss!on IsicSude: 

- How child spacing programs and facilities fit 
Into maternal and child health care services. 

- Where and how participants can refer community 
members who ask them for advice or supplies 
for spacing children. 

- How government programs and policies compare 
with the local beliefs and practices Just 
discussed. 



Trainer Note 

If there Is a great difference between government expectations 
regarding child spacing and vli lage real Itles, have participants 
discuss how they can deal with this In their work. Also stress the 
Importance of using the terminology that the country uses In its 
child spacing programs. 

if the government does not promote child spacing, discuss the 
reasons behind this. For example In some areas different othnic 
groups are also political groups that do not want to reduce their 
force In numbers relative to the other groups. Certain religious 
rules make It difficult for the government to take a position on 
child spacing In other settings. If this Is the case, participants 
need to discuss how to work In this kind of situation. 

If appropriate for the country situation, discuss Issues noted In 
Hal ping Health Workers Learn ^ Chapter 23 (The Politics of Family 
Planning). 
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Step 3 The Benefits of Child Spacing 

(30 rain) *^ 

Use a picture story such as the example In Trainer 
Attachment 35B (Child Spacing Picture Story) to 
start a discussion of the social and health 
benefits of child spacing. Also discuss when and 
how this picture story technique can be used In 
dIscussJng child spacing with people In the 
community. 



Trainer Note 

See Concepts and hsiiP A In Farfilly Pi^nnlnp pp.29-43 for a summary 
of tne benefits of family planning. 



Step 5 RavIewJng Reproduction 

(15 mln^ 

Use Trainer Attachment 35 C (The Menstrua! Cycle) 
to present the basic concepts of human reproduction 
necessary to understand how various methods of 
contraception prevent pregnancy. Emphasize the 
ovulation cycle and the times during the month when 
a woman can get pregnant If she has Intercourse. 

Step 5 Reviewing the Methods of Spacing Children 

(4p mln) 

Divide Into five small groups. Assign each group 
one contraceptive technique to review and prepare 
to present to the large group. Distribute Handout 
358 (Methods of Contraception). Ask them to 
Include; 

- How does the method work In relation to the 
reproduction cycle,? 

- How effective Is the method? 

- Does the method have side effects? 

- How acceptable Is the method for the local 
culture? 
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Trainer No+© 

Select contraceptive "techniques that are available In the country 
and accessible to peoffle In the community. Include mechanical, 
chemical, behavioral, and systemic ywethods If possible. Provide 
samples .of the contraceptives, ana*' visual aids to use In their 
presentations. Make yourself and the visiting health worker 
available to answer questions. 



Step 6 Presentations on Child Spacing Methods 

(45 min) 

Have each group give their presentation and answer 
questions. Ask the visiting health worker to help 
In answering questions. 

Also discuss how the presentations could be 
modified to use In ri community and a clinic. Ask 
the visitor to give her viewpoint as well. 



Step 7 Dealing With Rumors About Child Spacing 

(20 mIn) 

Begin this activity by asking participants to 
stand In a circle. Whisper a message Into one 
person's war and ask them to whisper It to the next 
person and so on until the message goes all the way 
around the circle. Ask the last person to repeat 
the message and discuss how and why It changed 
going around the circle. 

Divide Into four teams. Give each team a sheet with 
a child spacing rumor. Give them 15 minutes to 
prepare an approach to deal with the rumor In the 
community applying what they learned In this 
session. Explain that they will act out their 
solutions for the rest of the groups. Encourage 
them to use visual aids from the d Up I ay In the 
room. If appropriate. 
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Trainer Wote 






The whispering gafi^e should result In a discussion of the way that 
correct Information can become alslnforinatlon when It Is passed on 
from person person. Make sure the message Is long enough to 
lllZt distortion of meaning by the time It reaches ??e las? 
person. Be sure to discuss the Importance of continued health 
education to reduce the circulation of misinformation. Also discuss 
ways that beliefs and social rules lead peop e to m^SJJy 
Information to fit those familiar notions. ^ 






You will find examples of common child spacing rumors In Trainer 
JitSJf""^ 35C (Dealing With Rumors aboEt CUId SpacTng). 
J^^'®, ^'^l ^^^^^^ """"^^"^ +° '^^'P rumbrs that are 
ITTxJil* V"^* local area, include as one of the rumors the "loss 
Jiii "'T ^''^ ^^^^^ discuss male responsibility In 
Program). Trainer Attachment 35E (Male Responslbll Ity 






Step 8 Presentations and Wrap Up 
(60 min) 

Have each team present their soIutIo». Ask the rest 
of the group to act out the part of community 
members, and bring up additional questions and 
problems as they think the community would respond. 
Ask the health worker to participate as well. 


• 


> 

V 


After each solution Is presented, ask the health 
worker to briefly discuss how well she thinks the 
solution would work In the local community. 




MM 


Wrap up the session with a discussion of the 
following questions: 

- The most difficult thing In this session 
was. . . 

- The most Interesting thing about this 
session was... 




I 
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Table 2.1. eehavloral ttethods 



MiUiod 



Hm It Wiles 



Contraindications Advantages 



Disadvantages 
Including side effects 



Insttuctlons to 
Can Giver and Client 



Natural ra«lly 
planning 

• Rltytha 

- Calender 

• Basal Body 
teaperature 

-Hueus 



vithdrtMOl 

(coitus 

intetn^ptut) 



i 

s 



Prolonged' 
lactctlon. 



Periodic ebstlnence. 
Avoiding sexuel 
intercourse a few 
days ^fore the 
tl«3 of ovulation 
and after. 



Irregular Bsnstiual 
prrlods. 



Pinis it wltMtfan 
fMi vtolna prior to 
•Jaoulattoi. 
Stun spilled BMy 
frea vagina. 



Tends to. suppress 
ovulation after 
childbirth for var- 
xout parleds of tl«a. 



Lack of control 
by aala. 



Available, 
•to cost. 
Safe. 

Acceptable to 
religious 
sroups that 
oppose otha 
nthods. 



Available. 
NO cost. 
No dsvlees. 
Na chemicals 
Eieergeney 
Method «hen 
others not 
available. 
Private. 
Effective on 
a Mass basis. 



Miltlple bene, 
fits to nther 
and child. 
No cost. 



fts<]ulTes high notlvatlon, 
Initial end contlAiing 
counsello]. 
Restricting. 
Requires intelligence 
to inderstend Msning of 
eST, ovulation and 
tests for aueus. 
Low use effectiveness. 
May be difficult to do if 
Menstrual periods are 
irregular. 



High failure rate. 
Although there era no physical 
side effects, it can diainiih 
pleasure for both partners. 
Hay cause anxiety in foMale 
thtt withdrawal May not be aoon 
>snou^. 

Hay cause anxiety in aele that 
r« may not be able to 
withdrew et the height of 
his pleesure 



Traditional 



Nat cospletely 
predictable. 
Ovulation can recur at 
any tine. 



Keep careful record of Menstrual 
cycle for several ncnths prior to 
relying on the calendar Method. 
learn to distinguish cheracte- 
ristics of Bucus and record. 
Client Must learn how to talce 
teMperature and to check vaginal 

MUCUS. 

Knowledge that douching, vaginal 
infection, sanen, lubricants, and 
noiMl li<>rleatlon fraa sexual 
arousal can change nature of 
vaginal eucus. 



Technique usuelly leamad outside 
of health resources. Hoeevar, 
client nay need source to answer 
questions. 



Explain advantages of fully 
breast-feeding (no supple- 
Mental feeding and nursing 
day and night) to obtain 
aaxlMM contraceptive effect. 
When sexual activity Is losuMd, 
it is safer to use some other kind 
of contraceptive after 4.^ weeks 
post pertui, lAwn mnstruation 
resuaes, or s^iplensntal feeding is 
given to beby. Lack of Menstruation 
not a reliable sign of no ovulation. 
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J SO 



Mathod 



H9M It Voiks 



Contraindications Advantages 



Table 2.1 Btiiavloral (continued) 
Oltadvanteges - 
Including side effects 



Instructions to 
Care Clver afxJ Client 



Trsdltlona 
separation of 

after birth of 
of baby. 


Abstinence 


None 


Multiple benefits 
to aother and child. 

Mother can devote 
man tine to new 
baby and regain 
strength without 
fear of another 
pregnancy. 
Baby nearly 
always breast-fed, 
develops closeness 
to Bother and 
receives stimulation. 


Not conducive to nodem 
patterns of living. 
Disruption of aarital 
relationship. 


Usually criteria for return 
to husband are set by tradition. 
Often state of maturity of 
the child is key. 


Polygeny 

1 

>J 

o 
i 


Provides periods 
of separation. 


Legal restrictions 
in «any countries. 


For individual 
feaale, nay shorten 
frequency of 
sexual activity 
and exposure to 
pregnancy. 


Hodbm living and shift 
to urban areas not 
conducive to awltiple 
households. 
Increase in legal 
restrictions. 
For Individual nele, 
nay increase total 
nuaber of children for 
t*<a he is responsible. 


None 


Oaens, nglc 
UllMans, bo^y 
■ovcaent. 


Depends on 

accompanying 

behavior. 


Local 

prohibitions.- 


Use of tredi- 
tlonal nethods 
and beliefs. 


Very low effectiveness. 


None. 

Instructions usuelly 
given by local chiefs, 
mdlclne Mn, traditional 

female, family aeaben. 


Sex without 
Intercourse. 

* 

181 


Expression of caring 
and fondhest of part- 
ners without penis* 
In-vaglna inter- . 
course,e.g. touching, 
patting, hugging, 
dancing, aastuibatin( 
(iMie culturally 
acceptable) 


None. 


NO possibility of 
pregnancy. 
Can be used when 
there is pain or 
infection in 
genital area of 
either partner or 
after surgery. 


Strong objection on 
part of one partner. 


Discuss advantages provldad 
by this Method. 



"0 CO 
0) (D 
(Q V) 
CD W 

N3 O 
3 

X 

01 

a. 
O 
c 



CD 



182 



• 



Table 2.2. Mechanical and Chemical 



Methods 



Ho* It Works 



Contralndlcailcns 



Advantages 



Olsadvsntages and 
side effects 



Instructions to Care Giver or Client 



CondOMs, also called 
sheaths. 

Mwty trade nams and 
local dialect 



Olaphragp, cervical 
I caps 



Sponge (new) 
Inpregnated with 
spermicide. 



A sheath of rubber provides a 
■ectwnlcal barrier to spen. 
Fits over erect penis. 



Sane males cannot retain 
erection iihen condom is used. 



Provides mechanical barrier to 
prevent spem fn* entering ' 

Inserted into vagina. 
Sized to cover cervix end fit 
VHtgly behind pubic bone. 
Cervical cap fits over the 
cervix. 

«>*th usually used with 
contric^tivs Jelly or cream. 



Provides 24-hour protection 
over cervix by mechanlcel 
barrier end spermicide. 



Allergy to rubber. 
Unsatlsfectory fitting. 
Inability of client to learn 
insertion technique. 
Repeated urinary infections. 
Abnomality such as uterine 
prolapse, cystocele, 
rectocele, vaginal fistula, 
etc. 



Vaginal Irritation. 
Anatomic abnoinalities as 
described above. 



Not expensive, generally 
available. 

No prercrlptlon needed. 
Highly efffective when used 
correctly. 

Increased effectiveness ttw 

used with spermicides. 

Permits male take 

responsibility. 

Effective protection against 

sexually transmissible 

disease. 



Necessary to Interrupt coitus 
to put it on erect penis. 
Reduces sensitivity fbr mle. 
Condons can break or tear. 
Some women find it 
uncomfortable. 
Rarely produces allergic 
reaction. 



Negligible health risk. 
Procedure is simple, once 
learned. 

Highly effective <Awn used 
with spemldds. 
Hay protect egainst sexually 
transmissible diseases. 



Does not need to be fitted. 
Can be Inserted by client. 
Han strings fbr aiding 
removal. 

Appropriate for tines of 
i»7requent intercourse. 



Initially irust be fitted by a 
physician or prepared family 
planning mrker. 
Occasionally cramps, pain and 
Infection may be aggravated by 
dlaphragn use. 

Usually caused by failure to 
clean it properly or poor 
fitting. 

Some environments not 
conducive to use-no timing, 
lack of cleaning facilities, 
lack of privacy. 



Can be used only once. 
>dy cause soiae vaginal 
Irritation. 



Use Condon every time one has coitus. 
No preliminary contact of penis with 
/aglna before condom Is put on. 
On removal, hold onto condom to avoid 
spilling any fluid that is Inside. 
Some couples prefer to use foam or 
spermicides with condom, to aid in 
lubrication and effectiveness. 
Store in as cool a place as possible. 
If condom brc:*s or tears, woman 
should Insert contreceptlve or foam 
Into vagina Ijnnedlately. 



Inspect for holes and weakened rim. 
Tlmlng-dlaphrag* or cap must be 
Insertad before coitus starts. 
Tborou;^ Instructions about Insertion 
and removal. 

Oo not remove for 6 hours after last 
coitus. 

New application of spemlclde needed 
if coitus is repeated. 
Oo not use vaseline as a lubricant as 
it destroys rubber. 



Instructions about insertion ane 
rentoval. 

Oo not remove until 6 hours after 
last coitus. 
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T«ble 2.2 Hachmlctl ind Chwilol (continued) 



Mathod 



Horn It worici 



Contflndlotlnw 



Advwttxies 



Intnuttxlne devloM 
(lUD or IVCO) 
Mwv typM, eg., 
v-ilspn Loop, Saf.T. 
CelU, Cepp«r-T. 



ro 



Vrilntl •parmieidM. 
(MOPMltcrln, 
crMM, JalllM, roM, 
t*bl«t*). 
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iMcbUlze* spent. 

IneiMses Mobility of ovua In 

ralloplen tub*. 

IncrMses production of 

piottaglendlna uhlch Irttlblt 

bplentatlon. 

PievenU ftrtUlzad egg ttcm 
attaching ItMir to aall of 
uteius. 



2 cotponenut 
I. Inert bate to hold 
•oeralcldtl eggnt In vagtn* 
•galn«t the cervix. 

5por«lcI<J»l ehwUcel 
dMtroys the spar*. 



History of pelvic Infection. 
Suspected pregnancy. 
Cervical or uterine 
aallgnancy. 

History of ectopic pregrMKy, 
uterine bleeding. 
Abnoinal gtarlne shape 
(fibroids) 
Cervical stwwsls. 
Uncontrolled Mwla. 
Diabetics oort prone to 
Infection. 

If there an no xssourcas for 
prmpt Medical care In case of 
complications. 



Allergy. 

Not sufficient If used alone 
and risk of prjgnancy Is 
critical. 



High effectiveness. 
Completely coitus Independent 
Does not require constant 
motivation. 

Device can stay In uterus long 
period* of tine if •» •ntovard 
syKOtons. 

Attractive o<*'<:lon for 
^Itli^fows voaen with all the 
chll'jRin they vtnt. 



Adda to effectiveness of 
oondoMk end dlaphragM. 
Serves as a lubricant. 
May prevent transalsslon of 
soMe sexually trans«lsslbl» 
Infections, especially 
gonorrhea and trlchownlasos. 



Requires skilled ind 
experienced personnel for 
Insert ion. 

Host coMMon coMplalnt Is 
bleeding tmlch needs 
evaluation If heavy. 
Craaplng and low bacfc pain 
usually transient. 
Occasional perforation of 
uterine 

Severe pain . rule out ectopic 
pragnancy. 

Expluslcn aay not be dstactad 
lost strings naed to b* 
ccTefUlly Investigated. 
Occaslonsl fever, chills as a 
result of pelvic infectiwt. 



Describe Insartlor oroocdure. 
Teach how to feel for strings, ahat 
to do If they cannot ba fait. 
Explain coMMon aids effects. 
Teach poaslbla aaanlt^ of dslayad «r 
no period. 

Pzovldi iMoucoa for mmymK) 

follow^ am. 



H;gh failure rata «hen used 
alont. 

Must allow tlae for dissolving 
after application. 
»«assy, stlck>- substwK* 
unpleasant for sc*f . 
Difficult to (mow then foM 
CMS nn out. 
Hay cam* irriUtion In vagina 
or or penlt. 



Describe and dwsnstraU lna«rti«» 

procedure. 

Cleansing procedures for aqulpMott. 
Do not douche uitil at least S hows 
aftar Isst itttareours*. 
Repeat Inacttlon aach tlM 
Intsreouiae oecun. 
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Table 2.2 Mechanical and Chemical (contlnueJ) 



Method 


How It works 


Contraindications 


Advantages 


Disadvantages and 
side effects 


Instructions to Care Giver «^ Client 


Douche 


Iheoretlcally, washes semn 
out of vagina. 


Heavy vaginal discharge, pain 
In pelvic area, infections 
should be Investigated. 


Many woaen like feeling of 
cleanliness. 


Practically no effect as a 
contraceptive because spen* 
reach cervix within seconds of 
ejaculation. 

disturb norMl condition 
of vaglns. 

Harmful If strong chemicals 
are used in douche water. 


Client Should Imow that douching is 
tfirellafale and why. 


TmUtl/Ml 


Leaor\ 


The half of a leMon, hollowed 
out foiM a dome. 
Inserted In vagina over 
cervix. 

Acts like a dlephragm. 
Leaon Juice Is acid and has 
sow speralcldal effect. 


«aw, Inflanned vagina. 


Effectiveness not known, but 
thought to be quite high If 

Available. 
Not expensive. 


Unknown effectiveness. 
Detailed preparation. 


Client shculd be told about method 
and how to do It, If Interested. 


Cloths, sponges 


Substance soaked In vinegar or 
leeaon Juice provides a barrier 
and spemlclde, placed In 
vagina. 


Raw, Inflamaed vagina. 


/Available. 


May Introduce uwlean 
substances and cause 
Infection. 

unknown effectiveness — 
probably low. 


Client should t«iow of possibility of 
Infection and probably low 
effectiveness. 


Grasses, leaves, pods, 
dixig, and other se«l- 
soUd Mterlalt. 


Placed 1^ vagina form barrier 
to seoen. 


Raw, InflaMMd vagina. 


• 

Available. 


1 ' 

Danger of infection. Injury, 
allergic reaction. 


Client should l««w of possibility of 
'•nfection and probably low 
effectiveness. 
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Table 2. J. Systemic 



How It rorks 



t 



Or«l contwctptlve, 
•the pill" 

M«ny predicts, but 
Msantlally 2 kinds: 

1. co«t)lned estrogsn 
«nd progestin In 
various dSMges 

2. i^iogestln only 
Mnls»lU). 



Contraindications 



Siopresses ovulatlat. 
*V<es cervical ^jcosa hosUle 
to stwra. 

Hskes uterine lining hostile 
to Inplantatloo. 



Advantages 



Disadvantages end 
side effects 



Absolute 
throntosls. 
Heart Disease. 
CVA (Stroke). 
Cancer of breasts or 
reproductive organs. 
Liver disease, 
••regnancy. 
Relative 



High blood pressure. 
Migraine headaches. 
Age (over 40). 
Snoklng. 
Diabetes. 

Cervical dyspUsla. 
Gall bladder disease. 
Sickle cell disease. 
Uxllagnosed abnormal vaginal 
bleeding. 

Saw nedlcatlons such as sttl 
seiajre drugs. 
Caution 
Depression. 
Asthow. 
Epilet»y. 
Varicose veins. 
Uterine tuaor. 



Nearly Km errectlveness. 
Independent of sex act. 
Reversible. 

May be dispensed by non- 
professional persorviel using 
checklist of contraindications 
and side-effects. 

Benefits: (noo-contraceptlve) 

Menstnjal cyc\t 

Decreases cra.-»s. 

Shorter periods. 

Decreased blood loss. 

Reflates periods. 

eilralnates nldH:ycle pain of 

ovulation. 

Treatment of EndoMtrlosi^ 



Irregular menses 
Decreased instances 
of Ovarian cysts, 
Rheowtold arthritis. 
Fibrocystic breast. 
Decreased risk of ovarian avJ 
emtosetrial c»>cer. 
Decreased risk of pelvic 
infection anc! ectopic 
pregnancy. 

Safer than pregnancy 
Ameliorates anemia. 



Re<yjlres high degree of 
constant motlvatlwi. 
Serious ccnpllcatlons isay 
cause throrboefflbolism. 
Cardiovascular syisptoms. 
Abdominal pains. 
Chest pain. 

Leg pain (calf or thigh). 
Eye ptoblens - blurred vision | 
or loss of vision. 
Headaches. 

Gall bladder disease. 
Side effects are usually 
minor. 
Nausea 

Fluid retention. 
Delght gain. 
Spotting. 
Cloasna, 

Breast tenderness. 
Hlld headaches. 
Urinary Infections. 
Vaginal Irritation am 
discharge. 
Depression. 

Change In sexual dftsire. 
combined pills my reduce 
volune of breast milk in 
lactating mothers (Progestin 
does not. ) 



Instngticn s to Care Giver or Client 

Discuss dosage, frequency. 

*het to do If pill is omitted. 

"Iscuss danger sigmls. 

Explain minor side effects. 

Reassurance. 

Cancer fears unfourvjed. 

No effect on subsequent preg/wncy. 

Meed for reporting side effects 

(foUow-Mp). 

May only need a change In pill 
(adjustment of estrogen/progestln) . 
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Table 2.3. Systewlc 



Hattads 


Nov It Vorto 


Contraindications 


AtVenUges 


Otsadventages vx) 
slds effects 


Instructions to Cans Giver or Client 


Injection of Icrtg- 
•ctlng progestin*. 
Coanonly loom •$ 
Oepo-Provera 


Si«presses ovulation. 
Produces thin lining of 
mtatetrlui and thick cervical 

■JCUS. 


General »y contraindications of 
'puis* (see above) are 
applied althou^ the basis of 
this application Is 
questlonableslnce there Is no 
sstrogen. 


fell accepted by clients. 

Hl^ effectiveness. 

Low conpllcatlons. 

Given at 3-6 eonth intervals. 

Privacy. 

Ooes rot require constant 
cotlvatlon. 

Ooes fot suppress lactation. 
Iradltlonsl belief that 
Injections are better than 
Mdldne by nouth. 
Useful for «onien desiring no 
nore children, nho do not iiant 


Hoy produce amenorrhea. 
Delays return of fertility. 
Possible headaches, bloated 
abdomen, breakthrough 
blredlng, or i>el{^t gain. 
Incidence of cancer In 
laboratory anlaials Is not 
confirmed In huuns. 


Explain ho« net hod aorks. 

Suggest use of another contraceptive 

for first 2 ooeks after shot. 

Explain possible side effects and 

■hat syMpton to report. 

Olscuss possible delay of fertility. 


Other 

Silastic capsules 
containing ptogestlnt. 


Invrted wider skin. 
Slov release of progestin. 


Same as for "pill" wid 
Injections. 


Long-term (up to S-year) 
effectiveness. Requires no 
action by client. 


Capsule Bust be renoved. 
Still In trial stages. 
Sane potential side-effects as 
other systenlc aethods. 


Explain sethod. 

Describe possible side effects end 
■hat syapton to report. 


vtglnal rl.igs and lUOs 
iBpregptted alth 
progestin. 


Cenblnes systenlc and 
■ttchanlcal action. 




SnUL W THE EWUnnON S1ME. 


tm GQCMJLr AVRUABUE. 




OiugSt roots, herbs 
Uken by aouth. 


Ooubtful contraceptive effect. 
May cause abortion. 


Watotn—^se should not be 
encouraged. 


Ooubtful. 


Dangerous. Hay cause burning 
of (jastro-lntestlnal tract and' 
other systenlc effects. 
Uhknoon. 


Discussion with client of doubtful 
contraceptive value and possible 
dangers. 
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iBlMOTHERS 
|WAND CHILDREN 



BULtET|N-/QN INFANT FEEDING AND M AT E RN A L N U T R I T 1^ N 



Child Spacing: for Maternal and and Health 



by Sandra L. Huffman 

Child spacing, the length of the intervals 
between births, affects the health of 
both the mother and her children. 
Evidence from developing countries 
illustrates that birth intervals less than 
one or two years are deirimenta! to 
children and the mother in terms of 
nutritional status and mortality. 

Short spacing between birth: and 
large family size are often associattjd 
with low socioeconomic status, which is 
also linked to high rates of malnutrition, 
morbidity and mortality. This makes 
isolating the factors of nutritional status 
and mortality* more difficult. It is 
important therefore to control for 
socioeconomic status when studying the 
effect of child spacing on health. 

Studies in Candalaria. Colombia, 
have shown that as the number of 
children in the family increases, the per 
capita expenditures on food decrease. 
When families of similar socioeconomic 
status with 2 adults and 2 children were 
compared to those families with 4 
children, one study found nearly a 500 
kcal. difference in food consumption. 
Where increases in family size are 
associated with decreases in food 
expenditures and food consumption, it is 
evident that increasing spacing between 
births will ensure more food availability 
for children. 

Aside from influencing general food 
availability, birthspacing has an impact on 
breastfeediiif; duration. A major problem 
for the older child in a short interval is 
early weaning. One of the most 
common reasons for early wearing is a 
■new pregnancy. In a study in Senegal, 
one-third of all children were weaned 
because of a new pregnancy Mortality 
was much higher among those weaned 
too early, and the probability of death 
within one year following weaning 
increased by 50-150 percent. 

Similarly, the nutritional status of 
the older child is affected by birth 
spacing. In the Colombia study, the child 
born before an interval less than 2 years 
was much more likely to be 
malnourished than the child who was 2 




or more years old before the next 
sibling was born. A similar finding 
emerged in Thailand, where the percent 
of children malnourished was 70 percent 
for children younger than 2 years when 
siblings were born. 53 percent for those 
over two years, and 37 percent if there 
was no subsequent child born. 

Inadequate birth spacing also 
influences the nutritional status of the 
child born after the interval. In general, 
birth weight increases with birth order 
up to the fourth or fifth birth for young 
mothers age 15-19 years, and mothers 
age 20-24 years. In contrast, higher 
order births (more than five) are 
associated with increases in the 
proportion of low birth weight infants, 
presumably because of short spacing. It 
has been siiggested that low birth weight 
is in part caused by negative effects on 
the mother, referred to as the 
"maternal depletion syndrome." This 
means that inadequate spacing between 
births does not allow the mother the 
necessary time to replace resources 
used during the previous pregnancy. 
Such results were noted in studies in the 
United States and India. 



PHOTO UNlIEO NATIONS 

A study in the U.S. matched births 
within I year of the previous full-term 
pregnancy to those that were over I 
year. The variables used were hospital of 
birth, sex, race, and socioeconomic 
status. The study found a significantly 
larger mean birth weight in infants born 
after longer intervals. In the study, short 
spacing was a result of biological factors, 
not socioeconomic differences between 
the two groups. An interestuig finding 
was that intelligence scores for childen 
at four years of age were significantly 
lo.ver in the short birth interval group. 

Major increases in mortality have 
been noted among infants born after 
short intervals. A recent analysis of the 
World Fertility Survey in 29 countries 
found that children born after intervals 
greater than 4 years had significantly less 
risk of mortality than those born after 
intervals of 2 years or less. The study 
did not control for socioeconomic 
status, which may in part explain the 
results. Another study which controlled 
for maternal education found lower 
mortality rates for children born after 
birth intervals of more than 2 years. 
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Studies conducted by the World 
Health Organization have found similar 
result', in India. Turkey. Lebanon, and 
the Philippines. Mortality was higher 
among children born after intervals of 
less than I year, and mortality 
consistently decreased for children born 
after 3-4 year birth intervals. 

In Ecuador research has found that 
the mortality rates of children born 
before or after short birth intervals are 
substantially higher than those born 
preceding or following longer intervals. 
When pregnancy occurred within 2 
months of a previous surviving birth, 
infant mortality of the subsequent birth 
was nearly 3 times as high as for 
children born when pregnancy occurred 
3 to 14 months after a previous birth. 

Birth interval has also been shown 
to affect infant mortality in Malaysia and 
Bangladesh. In Malaysia, when the birth 
interval was less than IS months, the 
infant mortality was significantly greater 
than when a longer interval preceded 
the birth. In Bangladesh, post-neonatal 
(1-12 months) mortality declined from 
42 deaths per 1000 live births for 
intervals of less than 1 2 months, to 23 
deaths per 1000 live births for intervals 
of 12-24 months, to IS deaths per 
1000 live births for intervals greater 
than 24 months. 

Recent analyses conducted at 
Princeton University using data from 2S 
developing countries illustrates a 



substantial impact of spacing on child 
nxjrtahty If all births were spaced at 
least 2 years apart, infant mortality can 
be reduced by I0*o and child mortality 
(ages 1-4 years) by Ifi^o. 

Increasing spacing between births is 
an important way to promote the health 
of young children and mothers, although 
many of the benefits of birth spacing 
may be indirect. The mother has more 
time for each child— to breastfeed, to 
prepare weaning foods, or to care for a 
sick child. Her other work 
responsibilities are less of a physical 
strain if she has fewer young children to 
care for. Increased birth spacing may 
also mean that there is more food 
available for the family, and illness and 
disease may be reduced because of less 
crowding in the home. 

For the first child, increasing spacing 
provides the advantage of longer 
breastfeeding and maternal attention. 
For the child born following the interval, 
increased spacing will mean a greater 
chance for a higher birth weight. The 
risk of mortality of both children is 
reduced when the interval between 
births can be extended because of the 
nutritional advantages, increased 
maternal attention, and possibly lowered 
rates of infection among children more 
widely spaced. 
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PICTURE #1: F«tu and Husu 4re good friends. They grew up In the vniage 
together. Both of the girls grew up to be fine, fat and healthy. When they 
became older, they found men who really loved them. When they were both 16 
they got narrled to different men at the same time. Fatu married Floiw. and 
Husu narrled Kerkula. 



O 



I 



I 




PICTURE «: Soon both of the women got pregnant. When the time came both 

??e rions' M cl?,.r*-TK bom. botrwUn c'arriL 

h^h « 2^ i»S ^l"* ^ey learned different things about keeping their 

aboirwas ih5^d\«H««''' WJ"' '^''"^ thenselves. L th^ng th?;1e ?nid 

^hat she learned. her husbind about 
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PICTURE f3: When ritu went home to Flono, he found what she had to say 
interesting. He was convinced that it was good to use child spacing medicine 
so that his wife could rest before their next baby was born. They went to the 
clinic and listened to the nurse. She explained that children can not be born 
to close together, or they will be weak. Just like famers know corn cannot 
be planted too close together, or the plants will not grow big. She explained 
the different child spacing methods, and Fatu and Flono agreed on a method to 
use together. 

When Husu went home to her husband, Kerkula, she found that the man was 
against the idea of child spacing. He wanted to have as aany children as 
quickly as possible. 
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PICTURE 14: One day the two men met out on a farm. Flomo greeted his fried O ^ 
Kerkula and said, "Hy friend, you are looking happy today! What news?" }^ 

Kerkula said, "Ah. yes Florao. today I have good news. Of course you know that ui* 

two months ago my wife Husu bore me my first son and made ir^ a proud man i 
Well. I Just learned that the woman has belly again! Soon I will have plenty H 
of children to work on my rice farm, and I will be a rich man!" - ■/ -, 
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When Flomo heard this he laughed to himself. He said, "Kerkula. I too want a 
large family so that I will one day be a rich man itself. But I am a young 
man now and I will take time with having more children. My own wife Fatu 
bore me a fine boy the same time your child was born. He Is strong and 
i^' '0 remain healthy, my wife and I are practicing 

?^-»u-*''*il'J^ for two or three years. When that time has passed, we will have 

."""Mli "l"*'" ^0 years between each >^ 

baby. That way the children and the mother will stay strong. Of course, it 5- 

11 . "J'*,!*'T* ' "'1' •''"S « bigger than your Mn' 3 

It Is foolish to have children so dose together. The children will not be ^ 
healthy. You will see that my way Is best!" 3 

The men parted and went their separate ways. Each thought the other was 

foolish. Each nan thought that his way was the best way to have a large ^ 
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PICTURE IS: Before Huso's b«by could w4lk, her second biby wis born. Two 
months after Husu deKvered her second b»by, her first child bectme very 
sick. Since Musu did not hive enough nlllc for two btbtes, the first b»by W4s 
Uken off the "e becine very wetk and dry. It was not long before 

the poor, sick child died. 

Musu was very sad her first baby died. She also felt afraid that the new baby 
would go back too. Even the new baby was looking very dry and snail. And 
those were not the only things troubUnq Husu. Site knew that she had belly 
again, and she was feeling too weak and t1i-ed. 
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" ^^ird taby was born that her second 

child died. Hoiu was very troubled. She knew that she oust do her best to Ui- 
keep her third baby healthy. She was afraid that she night even have belly 
again, for the fourth tine. She herself was no longer fat and fine. She 

looked very tired and dry. ^ 
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PICTURE #7: One day Husu saw Fatu in the marl:et. Fatu had her fine, fat 
child on her back. Husu called to her, 'Oh, Fatu, my sister, it's me your old 
friend Husu!' 

Fatu stopped. She said, "Oh, my sister Kusu! I didp't know you. You're 
lookins strange to me . What happened! You haven't Iieen well in body? And, 
oh, your baby is so small and dry. I'm sorry for yju because your first two 
babies died. 

"Yes, Fatu, it's rough this time. Hy first baby bjy and my second baby, a 
girl, went back. And now even ny third baby is not goou. I have belly again, 
and I aTi too tired this time. But you, i^y friend, oh you're looking too fine 
»nd your baby is fat and beautiful." 



Fatu said, "Hy sister, ever since I bore my boy child, ray husband and I have 
been practicing ch'fd spacing. How that my son Is almost three years old, and 
we are both stror.j In body, I am pregnant again. We thank God for everything 
this time!" » » J s 

Kusu listened to Fatu explain about the way she and Flooo practiced child 
spacing. Because she was very tired and wanted to rest, Husu was very 
interested. But she knew that her own stubborn husband would never agree to 
child spacing and she was discouraged. 
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PICTURE, 18: One day, a few months after the women met In the market, Kerkula vn*" 
and Flomo met Inside a cookshop. When Flomo saw his old friend, he said, "Ah, 

Kerkula, my man, I haven't seen you for a long time. What news this time?" H 
•Hell, my brother," Kerkula said, "1 am sorry to say that things are not good 

with me. The first two babies my wife bore me have already died, and our 3 

third child is very weak and dry. Hy wife, Husu, Is not well In body and Is a 

looking dry. I am convinced someone is witching me and my family! That Is 1 

• why all my children die and oy wife is weak." -j. 

What kind of things are you talking, Kerkula? Ho one Is witching you or your -+ 

family. You are not practicing child spacing, so your wife will soon be a 9 

tired old woman, if you do not let her rest. I thank God, because my wife and ^ 

I are well In body, and we ha\e a strong boy child and a fine new baby girl. a 

Ain't I told you before that we are serious about chlH spacing medicine? O 

Fatu will not get belly again until the new baby is big. One day, I know our s 
family will be large past your own, because we are taking time to space our 

children. But you, Floaio, are suffering! Your children die and your wife Is \ji 

weak because you are a stubborn man! If you would learn about child spacing Ui 
business, your children would not die. And your wife would have tiiae to get r\ j-\ ^ 
strong again. 20 

When he heard this, Kerkula was shamed. He decided it was time to learn about 
child spacing methods, so that he would have a healthy wife and family one 
day. 
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PICTURE M: So Kusu and Kerkula went together to the clinic. The nurse there 
Mas Icind and patient with the unhappy couple. They listened to the nurse as 
she told then these inportant things about child spacing: 

'My people, long ago, life was very hard for mothers and children. Few 
babies lived long enough to becone strong health boys and girls. 

Today, people know that their babies can live and grow up strong and healthy 
If they practice child spacing and other good health habits. 

Too nany babies too soon laeans that the children will be s\A and the mother 
will be weale. Child spacing means helping mothers and children to be strong 
end healthy." 

So Musu and Kerkula learned about the different child spacing n^thods and 
agreed to use one of the methods together. They also remembered what the 
nurse told then about caring for their young baby, so it too nould not go 
bick. 



PICTURE #10: After nany years went by, both Xerkula and Flomo were rich men 
with fine fsrailles. Floroo and Fatu had five grown children who all worked 
hard on the farm and nade them proud. They were satisfied because they had 
taken tim to space their children, and all had remained healthy and grew to 
be adults. 

Because Kerkula and Kusu were late to practice child spacing, they did not 
have as many living children as Flomo and Fatu. But after they started to 
practice child spacing, they found that their babies lived to be healthy, 
grown children. Kerkula was glad to have a healthy wife again, and his three, 
fine children gave bin happiness in his old age. 
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THE MENSTRUAL CYCLE 



WHO: 15 nurse aids. 

WHAT: the nurse aids will be able to explain the changes in tne lining of the 
uterus and the ovaries that occur during menstrual cycle, 

WHERE AND HOW LONG: in a room at the district health center, for 15 minutes. 
TEACHING METHODS: group discussion and lecture. 

VISUAL AIDS: large paper or cloth figures with movable parts, chalkboard. 

HOW TO KNOW EFFECTIVENESS: -students will use the visual aids to accurately 

explain the changes in the ovaries and lining of 
the uterus during the menstrual cycle. 




STORY 

Menstruation is the regular 
bleeding in women during the 
years when they can bear 
children. 



How to use: 

Tape a large picture of a woman to the chalkboard. 




This bleeding is the shedding 
of the thick lining of the 
uterus that takes place each 
month. 



How to use: 

Tape or pin a paper or cloth uterus to the picture. 
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STORY 



low to use: 
Tape a larger picture of the uterus and 
ovaHes beside the picture of the woman. 




How to use: 
Remove the picture of the woman. Tape a 
picture of the uterus with a thick lining 
beside the other picture. 



Every month the lining of the 
uterus thickens, preparing to 
receive a fertilized egg that 
could grow into a baby. 




How to use: 

Remove the picture that shows the thin 
lining. Write ovulation on the chalkboard 
Move the egg on the wire from the ovaries 
through the fallopian tubes>&ng 
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When an egg matures 
the ovary. This 
ovulation. Then the 
slowly through the 
tubes, taking about 
reach the uterus. 



it leaves 
is called 
egg moves 
fallopian 
6 days to 
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STORY 




How to use: 

Move the egg on the wire through the 
uterus and outside the body. 



If the egg is not fertilized by 
a male sperm while in the 
fallopian tubes, it moves 
through the uterus and outside 
the body. 




About 14 days after ovulation 
the uterus begins to shed the 
thick lining. This is called 
menstruation. 



How to use: 

Erase ovulation. Remove the picture of the 
thick lining and put up the picture show- 
ing menstruation. 



Summarize by repeating the same presentation 
using the visual aids in the same way. Ask 
one of t'^e nurse aids to explain menstruation 
using tht 'isual aids 

(From: Teaching and Learntng with Visual Aids pp. 214-215.) 
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DEALING WITH RUMORS ABOUT COKTRACEPTION 



Rumors about family planning methods flourish around 
the world. Oral contraceptives (OCs) and intrauterine de- 
vices (lUDs) especially are olten the subject of exagger- 
ated ir wholly fanciful accounts that circulate informally 
wherever people — particularly women — gather. A com- 
mon fear, shared by some health workers, is that revers- 
ible family planning methods such as OCs and lUDs will 
make women permanently infertile. Such rumors may dis- 
courage couples from using any contraception at all (48, 
92, 299, 367, 381). 

In developed countries, despite recent epidemiologic 
studies showing that OCs protect against ovanan and en- 
dometrial cancers (106, 393), concern that OCs cause can- 
cer is widespread (241, 329, 335). Reports linking con- 
traceptives with cancer and other serious diseases appear 
regularly in television, newspapers, and magazines. 
Sometimes these reports are based on a single study, often 
reported out of context, and sometimes they are purely 
speculative. 

In developing countries a variety of negative rumors about 
contraception may circulate For exam- 

ple, in Sangladesh some people think that using a condom 
will make a man^ penis fall off (275). In Morocco some 




women think that OCs «.ausc heart palpitations and can be 
used safety only by women rich enough to afford a bal- 
anced diet i300). A common rumor in Guatemala is that 
OCs are not absorbed but instead build up in the stom- 
ach, forming a large mass (49). 

Rumors such as these lead many people to believe that 
contraceptives are dangerous. For example, in a survey of 
567 Guatemalan met. and women, 24 percent believed that 
OCs permanently damage the user's health (51). In Egypt a 
survey of over 2,000 women found that 60 to 75 percent 
thought that OCs and lUOs were unsafe, and 22 to 25 
percent thought that male and female voluntary steriliza- 
tions were unsafe (55). After interviewing women in six 
developing countries, Perdita Huston noted. 

False rumors about modern contraceptive methods are 
often responsible for widespread fears about family plan- 
ning. Everywhere I traveled, family planning workers told 
me about the impact of rumor!> in hindering acceptance of 
contraceptives. The tales that circulate are sometimes ex- 
travagant. In Kenv:,, for example, I was told that there "was 
a woman who got sick and had to be operated on. They 
opened he' brain and found her lUO." Such rumors were 
legion in ;1l the countries I visited. I was also to hear that 
"once you take the pill you will become sterile," and "pills 
produce deformed children." (199) 

Rumors that modern reversible contraceptives cause per- 
manent infertility or birth defects are common. In 
Botswana and Kenya, for example, some women believe 
that OCs accumulate in the uterus 




"taking the pill does not interfere with her work, and it does not bother her husband." Thi^e pages from a brochure designed by 
the Family Health Division, Ministry of Health of Botswana and PIACT refute a common rumor that OCs cause weakness in both the 
woman and her husband. Accurate and convincing communications are needed to dispel fears th<i( may discourage contraceptive use. 
(Family Health Division, Botswana) 
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Iney think that surgery is necessary to remove the pills 
before a woman can become pregnant (530). In the Philip- 
pines some vw)men fear that pills will accumulate in the 
body and cause deformities in children, even in children 
conceived after women have stopped taking pills (299, 
356). Rumors about permanent infertility after contracep- 
tion may be most common and most frightening where 
rates of infertility are high. 

Rumors and Fears Discourage Use 

In both developed and developing countries rumors and 
fears about contraceptives discourage the use of family 
planning. In a US survey of over 1,200 sexually active 
adolescent women, for example, 27 percent reported that 
they did not use family planning because they believed 
contraceptives wers dangerous (526). Luella Klein, Presi- 
dent of the American College of Obstetricians and 
Gynecologists (ACOG), estimates that more than three 
million US women do not use contraception and put 
themselves at risk of unwanted pregnancy because they 
fear complications from contraception (241). Undoubtedly, 
many more continue to use contraceptives but worry 
needlessly. 

Rumors and fears can have similar consequences in devel- 
oping countries. A survey of 530 girls attending secondary 
schools ill Benin City, Nigeria, found that over 70 percent 
were opposed to modern contraceptives because they 
thought that these methods would harm their health and 
future fertility. Most of the girls were sexually active, and 
30 percent had had at least one illegal induced abortion. 
At the time of the interviews, 44 percent were not using 
any contraception, 10 percent were using unreliable meth- 
ods such as coitus interruptus or calendar rhythm, and 
only 6 percent were using OCs (332). Fear of infertility and 
other complications from contraceptives exposed these 
girls to the far greater risks of infertility, serious illness, 
and death from infected illegal abortions (273). 

In Egypt a survey found that women who thought any one 
contraceptive was dangerous were less likely than other 
women to use any type of family planning. Among those 
who felt that OCs could cause disease in a healthy woman, 
52 percent were using contraception. Among women who 
felt that OCs were safe, 62 percent used contraception 
(55). 

Given the alarming nature of many of the rumors about 
contraceptives, the fact that nonetheless many people do 
use contraceptives testifies to the strength of their desire 
to plan their families. After learning through interviews of 
the rumors and beliefs about contraception circulating in 
a slum area of Rabat, Morocco, Fatima Mernissi com- 
mented, 



. . . women who do disregard the community's cata- 
strophic warnings against the pill and the lUD exhibit real 
courage and nonconformity, dramatizing the desperation 
of the young mother's need to space her children. Some— 
usually the younger mothers under age 25— go so far as to 
?:«»r ' ""'^ beliwe to be potentially lethal. 

Rumors of Infertility Affect Program Policy 

Entrenched rumors about infertility have forced somt 
family planning programs to restrict the availability of cer- 
tain contraceptive methods just to be sure that there can 
be no basis for rumors. While there Is no evidence that 
injectable contraceptives permanently impair future fertil- 
ity, family planning programs in Mexico, the Philippines, 
Sri Lanka, and Thailand have limited the use of DMPA and 
NET EN to women who have had at least one pregnancy 
(24, 38, 96, 278). These programs '^o not want to risk giving 
Injectables to couples who may be infertile for other rea- 
sons but who would be likely to blame later reproductive 
problems on injectables. 

Rumors that reversible contraceptives cause permanent 
infertility or birth defects may have particularly serious 
consequences for both individuals' decisions and program 
policy. Scientific research in developed and developing 
countries, however, provides strong evidence that, with 
the exception of a few cases with the lUD, such rumors are 
false: contraceptive methods do not harm women's future 
fertility or the children they will bear. This research has 
covered: 

• oral contraceptives, 

• injectables and implants, 

• lUDs, 

• barrier methods, including cOndoms and sper- 
micides, and 

• periodic abstinence methods. 

DEALING WITH RUMORS 



Despite accumulating evidence of the safety of contracep- 
tives, rumors persist, particularly rumors that modern 
methods can cause permanent infertility or damage to 
children born later. If many people take these rumors 
seriously, the rumors can discourage contraceptive use 
and damage the reputation of a family planning program. 
How can family planning programs combat these rumors? 
A number of communication strategies for minimizing the 
impact of rumors have been recommended. To date, how- 
ever, there has been no systematic evaluation of programs 
to deal with false rumors. Thus it is not clear which tech- 
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A men's community organization in Indonesia discusses the sup. 
port among their members for family planning. Satisfied users of 
contraceptives can provide convincing evidence to persuade their 
neighbors to use contraception. (World Bank/Ray Whitlin) 



niques will vwjrk best. Nevertheless, actions can be taken 
to try to minimize problems. Specifically, family planning 
programs can adopt the following strategies to prevent the 
spread of adverse rumors: 
Improve family planning services: 

• help clients choose the most appropnate family plan- 
ning methods, 

• counsel new and continuing users, 

• follow up family planning adopters, 

• educate men and women about reproduction and the 
causes of infertility, 

• train health workers and pharmacists. 
Analyze rumors: 

• identify common rumors, 

• create a registry for rumors, 

• trace rumors to their source. 
Develop programs to neutralize rumors: 

• use interpersonal communication channels to change 
attitudes, 

• use satisfied clients as communicators, 

• involve local opinion leaders, 

• develop good working relationships with local media, 

• design multimedia campaigns to provide consistent 
information. 

Improving Family Planning Services 

One way to minimize rumors is to provide good family 
plsr.ning services (351). Contraceptive failures and certain 
side effects occur less often with good initial care and 
follow-up. Also, helping v^omen choose the most appro- 
priate method of family planning may avoid problems 
later. In particular, lUDs, which increase a woman's risk 
of developing PID and related fertility problems (see 
p. J-710), should be discouraged foMvomen at high risk of 
developing pelvic infection, specifically women with sev- 
eral sexual partners or women who have had pelvic infec- 
tions in the past. Also, women who want contraceptive 
protection for only a short period of time— three months 
or less— should not be given Depo-Provera, which often 
prevents conception for six to nine months. 7,. 
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Alo»B with contraceptives, family planning programs can 
provide some other services to prevent infertility and help 
some men and women who thmk thev may be mfertile 
(see Population Reports, Infertility and'Sexually Transmit- 
ted Disease: A Public Health Challenge. L-4, July 1983). 
Means of preventing mfertility that may be feasible m 
family planning programs include STD screening pro- 
grams and medication for people with STDs and PID. 
Couples who are having difficulty conceiving can be 
taught to recognize when a woman is likely to be fertile, 
using calendar, basal body temperature, or cervical mucus 
methods, and instructed tO time intercourse to coincide 
with the fertile period (274). A few procedures for diagnos- 
ing some causes of infertility are simple and inexpensive. 
These include laboratory analysis of a man's semen and 
monitoring of a woman's basal body temperature and cer- 
vical mucus to determine whether ovulation takes place. 
Drugs are available that induce ovulation, including 
clomiphene citrate and bromocriptine. These measures, 
however, can help only some infertile couples. Other ma- 
jor causes of male and female infertility— obstruction in 
the reproductive tract, varicocele, and primary testicular 
or ovarian failure— require expensive and complex treat- 
ments which may not be successful. Nevertheless, even 
limited services may reassure clients that family planning 
programs are concerned with individual needs and not 
Just with limiting the number of births. 

Counseling. Accurate and understandable counseling is 
an essential part of any family planning service. In additiori 
to learning how to use family planning methods, clients 
should learn about both the advantages and potential dis- 
advantages of the method they choose. This "two-sided" 
approach may (1) increase c.intinuation rates and (2) re- 
duce the impact of negative rumors (381). Discontinuation 
for side effects can be reduced substantially if women are 
counseled as they start a method about what to expect. In 
early clinical trials of Norplant, for example, the discon- 
tinuation rate for menstrual disturbances among a group 
cf users who were not carefully told about side effects was 
10.5 per 100 women at one year (362). Among another 
group, who were reassured that bleeding problems would 
subside and that the irregular patterns had no harmful 
effects, the discontinuation rate was 5.2 {02). 

Careful counseling also can ease concerns over possible 
long-term side effects. Women who are told initially that 
DMPA can delay the return of normal menstrual cycles, for 
example, may be less likely to worry about rumors that 
injections cause permanent infertility. Also, they may be 
less concerned if they do not conceive immediately after 
xopping DMPA and thus may be less likely to spread 
rumors themselves. Accurate information from clinic staff 
also will increase the credibility of the program in the 
community and may help discourage the spread of 
rumors. Also, women who have had their questions an- 
swered carefully and sympathetically by clinic personnel 
r.:dy be willing to ask clinic personnel about rumors they 
hear rather than just repeating them. 

Follow-up of contraceptors. Follow-up of contraceptive 
users also may diminish the spread of rumors. Short-term 
follow-up of new users— within two to three months after 
they start contraception— reinforces the decision to use 
contraception. Family planning workers can reassure the 
woman or nian, answer any questions about side effects 
or proper use of the method, and discuss any rumors she 
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or he has heard. This may lengthen use. increase satisfac- 
"•on with the method, and ultimately help to prevent and 
to counter negative rumors (381, 396). 

Long-term foflovv-up may further reassure clients and fam- 
ily planning workers that contraceptives do not prevent 
the return of fertility. If programs accumulate their own 
statistics on pregnancies after the use of family planning, 
these data will reassure health workers and encourage 
them to give realistic and accurate advice to clients (79). 

Educating men and women about reproduction and infei> 
tility. Along with information about contraception, family 
planning programs should provide clear and simple infor- 
mation about human reproduction and the causes of infer- 
tility. Rumors tend to circulate and thrive when people 
lack the basic knowledge underlying any new idea or 
product (381). Since infertility is both feared and poorly 
understood, some people may associate the voluntary 
short-term protection provided by family planning meth- 
ods with involuntary infertility 

The information people need varies in different areas. For 
example, in countries where malaria and sickle cell dis- 
ease are common, women must be told that these dis- 
eases can cause spontaneous abortion and thus child- 
lessness even in women who are able to conceive. In areas 
where the length of breast-feeding is decreasing, the link 
between early weaning and rapid return of fertility must 
be explained. 

Information about infertility is particularly important 
where STDs are common and basic health services are 
limited. Misconceptions about STDs are widespread, and 
few people know the symptoms of the diseases, how they 
are spread, and their effects on fertility (21, 77, 251, 317, 
358, 475, 512). In addition, by describing the protective 
effects of OCs, condoms, and other barrier methods 
against STDs family planning pro- 

grams can show that these methods, far from harming 
users, may help to protect future fertility. 
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Training personnel. Training family planning workers care- 
fully can improve the quality of services and reduce the 
spread of rumors. Health workers are regarded as experts 
in family planning, and consequently their comments are 
accepted and believed (381). Poorly trained workers may 
unwittingly generate rumors by giving incorrect or in- 
complete information (102, 381). In the US, for example, 
even doctors who are candidates for membership in the 
American Board of Obstetrics and Gynecology often do 
not know the risk of death from obstetric causes or from 
OC use (241). Thus they cannot offer the women they 
serve objective comparisons of the risks of contraception, 
childbearing, or other activities. Family planning workers 
should be able to list the different contraceptive methods 
available, explain how they are used, and accurately de- 
scribe the potential side effects, disadvantages, and ad- 
vantages of each. 

In addition to technical expertise, family planning workers 
must have communication skills. A 1983 meeting on the 
acceptability of family planning, convened by the Eco- 
nomic and Social Commission for Asia and the Pacific 
(ESCIAP), recommended that workers be trained in com- 
munication as well as in technical areas. With better com- 
munication skills workers can provide technical informa- 
tion in a sympathetic and comprehensible fashion (481). 
They can also establish an atmosphere that encourages 
clients to ask questions about rumors they have heard. 

Recognizing the key position of family planning workers, 
family planning programs in a number of countries are 
including information about rumors in their; training pro- 
grams (16, 150, 356, 381). In Ghana, for example, a training 
manual about OCs includes an entire chapter on common 
rumors about the pill and appropriate responses (150) 

In Botswana the Ministry of Health is prepar- 
ing a similar booklet for health workers on all contracep- 
tive methods (531). In a 3-week Indonesian training course 
for family planning field workers, half of one day was 
spent on rumors— how to identify and rebut them (381). 
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be feasible only in small communities wh-^re the person 
starting rumors can be idcniiiied easily and where a con- 
vincing rebuttal can be made. 

Rumor registry, investigating rumors of serious side ef- 
fects may help to allay fears. Roger Rochat recommends 
that family planning programs set up a registry for rumors 
of deaths that are reportedly due to contraceptives (380). 
These deaths should then be investigated. This strategy 
fan correct false rumors or, if deaths have actually oc- 
curred, possibly identify flaws in family program services 
that must be corrected. Reports of infertility attributed to 
previous contraceptive use might be investigated similarly. 

Programs to Neutralize Rumors 

Educational programs to combat rumors must use several 
approaches. According to Donald Bogue and Patrick Cole- 
man, defusing a rumor requires two strategics: (1) cor- 
recting mistaken concepts and information and (2) chang- 
ing negative attitudes or emotions (92). Misconceptions 
about family planning methods can be fiirly easily cor- 



"A sterilized man cannot perform sexually." 
Source: adapted (rotn Unon 05*) 
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rected by providing accurate information through a variety 
of channels including mass media and interpersonal com- 
munication. Changing feelings and attitudes is more diffi- 
cult since the original rumors and the beliefs they gener- 
ated were spread by trusted friends and family (92). 
Interpersonal communication through the same channels 
is most likely to change these feelings as well as to change 
family planning practices (381). Combining mass media 
and interpersonal communication, with one reinforcing 
the other, is generally more effective than using only one 
or the other (381, 462, 511). 

Interpersonal communication. Counseling clients and po- 
tential users individually or in groups may be the most 
effective way to combat rumors. Interpersonal commu- 
nication, also known as 2-way communication, is consid- 
ered the most effective means of persuading people to 
change attitudes and behavior (19, 381). 

Interpersonal communication is most persuasive when 
the source of the information is trusted. Generally, people 
are more likely to accept information from someone like 
themselves (a homophilous source) than from someone 
very different (a hcterophilous source), as the research of 
Everett Rogers has shown (381). Thus, sources who share 
social, economic, and educational backgrounds with the 
intended audience are most credible and most influential 
in changing attitudes and behavior (485). Physicians tend 
to believe what other physicians tell them, whereas village 
women tend to believe what they hear from other village 
women. A US study, for example, examined responses of 
college students to taped, interviews about lUDs with dif- 
ferent sources— identified as a college student, an older 
woman, and a physician. Students who heard an interview 
with a fellow student v«re significantly more likely to 
consider using an (UD than students who heard the same 
interview with the same information given by an older 
woman or by a physician (83). 

When any new or technical information is being con- 
veyed, people tend to trust most someone like themselves 
in most respects but who also has some relevant expertise 
or personal experience (83, 381), Thus, effective commu- 
nicators for dispelling rumors about family planning 
would incSudc women using contraception, village health 
workers, and, particularly for rumors about future fertility, 
women who have discontinued contraception and subse- 
quently given birth (8, 102, 363, 3%). 

Satisfied contraceptive users can play an important role in 
educating and motivating potential users (457). Studies of 
vasectomy acceptors, for example, show that most men 
decide to undergo voluntary sterilization only after talking 
with vasectomized men (309). In Guatemala, Thailand, and 
the Philippines, vasectomy programs have formed "accep- 
tor clubs" for vasectomized men to provide support and 
information to other men considering the procedure (211, 
423, 437). In South Korea "mothers' clubs," groups of vil- 
lage women, were established to spread information 
about family planning and to distribute OCs (223, 259, 
262). The mothers' clubs increase contraceptive adoption, 
particularly if the club leader herself is using contracep- 
tives (252). Similar clubs have been established in Hone 
Kong (4). 

Involving local opinion leaders. Local opinion leaders, 
men and women whose views are respected by the entire 
community, can fielp establish the credibility of family 
plannih^programs. As respected and trusted members of 



False Rumors About Family 
Planning in Botswana 

Family planning personnel in Botswana learned that 
a wide variety of false .umors circulate about family 
planning. In response, the Botswana Ministry of 
Health, Family Health Division, is preparing a book- 
let to address these fears and counter the runnors by 
giving accurate information (see p. J-719). These 
rumors may be typical of the types of rumors that 
circulate in countries around the world: 

"Modern contraception causes infertility in men and 
women, but especially in women with no children." 

"Contraceptives cause venereal disease." 

"The cond'^m comes off during intercourse and gets 
stuck inside the woman's body and the woman will 
have to be hospitalized." 

"Frequent use of condoms will weaken a man's 
strength, which may result in impotence." 

"The pills accumulate in the womb or cause sores in 

the womb." 

"Women who become pregnant after having used 
the pill produce abnormally large babies." 

"Pills are illegal and immoral because they kill 
babies." 

"The lUD travels into a woman's body. It may be 
pushed in during sexual intercourse and will even- 
tually lodge in her throat or brain." 

"The lUD penetrates the manis body and travels in- 
side it." 

"The lUD grows inside the body and can never be 
removed." 
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An urban couple In the Philippine} ind farmefs In PakliUn listen to the radio. In many countries messages about family planning reach the 
most people on the radio. Such messages should be consistent, easily understood, and relevant to the listener*. (APHA; Wtorld Bank) 



the community, their endorsement and support are valu- 
able. Their involvement in a family planning program can 
create an atmosphere in the community that encourages 
acceptance and continued use of contraceptives (55). Thus 
an effective program directed at winning the support of 
opinion leaders will eventually influence the rest of the* 
community as others come to adopt similar attitudes (19, 
92, 385). 

Identifying and consulting local leaders at the beginning 
of a program increases the likelihood of their support. 
Also, as noted, opinion leaders can help identify rumors, 
find the source of rumors, and participate in preparing 
and pretesting program messages (481). 

Developing good media relations. Family planning pro- 
grams can iiss the media to convey inlor'.nation about 
contraception and to correct mistaken iiieas about the 
risks of various methods. Different media can be used- 
radio, television, posters, brochures, leaflets, comic 
books, newspapers, and folk art. The most effective me- 
dium or media will vary depending on the communication 
resources of each area, the level of literacy, the size and 
diversity of the population, and the access that people 
have to the various media (511). 

Since news reports in the mass media are sometimes the 
source of false or misleading rumors about family plan- 
ning, writers, editors, and broadcasters need to learn 
about family planning. Tf.cse journalists need simple, 
basic information, which family planning programs might 
provide in seminars planned especially for media person- 
nel, through press releases, or through informal contacts 
between media personnel and family planning leaders. 
Family planning leaders can volunteer to appear in inter- 
views or to provide scripts, articles, or background infor- 
mation. Above all, a relationship between the media and 
the family planning program needs to be established that 
encourages reporters to turn to family planning program 
personnel for accurate, authoritative information and 
statements before they print rumors and other possible 
misinformation about family planning. -734. 

Multimedia messages. Experience in family planning cam- 
paigns suggests that more people are reach^.and infor- 



mation spreads more rapidly when several media are used 
rather than any one alone (381). Also, transmitting mes- 
sages In more than one medium and repeating the mes- 
sage help people remember the information (28, 441, 485). 
If only one medium is available, varying the style of the 
message is belter than repeating exactly the same message 
continuously, even though all message^; make the same 
basic points (485). 

In devpbping countries radio usually reaches the most 
people (458). A st'.dy of over 2,6(X) women of reproductive 
age in Pakistan, for example, found that about 95 percent 
listened to the radio and over half had heard about family 
planning from radio messages. In contrast, about 25 per- 
cent of the women had access to television, about 10 
percent to printed materials, and about 15 percent to 
films. Fewer than 10 percent had heard about family plan- 
ning through these media (459). Surveys in Bangladesh 
and Guatemala have reported that about two-thirds of 
respondents owned radios, whereas very few had access 
to television, movies, or newspapers (51, 90). 

In Bangladesh a campaign to counter the belief that mod- 
em contraceptives are unsafe involves 20 radio messages 
and five films shown on television, in movie theaters, and 
by mobile projection units in rural areas. Each radio mes- 
sage or film features a dialogue between two men— one 
providing 5nforn;2tion about family planning, the other 
being persuaded to use family planning. While the dia- 
logues differ, in each one the nonuser protests that con- 
traception is not safe, and the other man replies, "These 
are ignorant tales spread by ignorant people." The mes- 
sages also urge people to listen to weekly radio programs 
that discuss contraception at length and answer questions 
from listeners (275). 

Some media campaign; usp local folk heroes or enter- 
tainers to convey information, lliese celebrities appeal to 
the audience and draw attention to the message (28). Testi- 
monials from famous people may convince others to 
adopt family planning or to change other health-related 
"behavior (435) and may be credible sources of factual 
information to counter rumors. The k^amily Planning Asso- 
ciation of Hong Kong started a canr.ipaign in May 1983, 
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using the character of Huang Fei hung, a master of marisd 
arts in Chinese folklore, to promote male responsibility 
for family planning and to disseminate infor.-nation about 
vasectomy services. The campaign is credited with increas- 
ing attendance at the men's family planning clinic by 36 
percent in one year. The number of vasectomies per- 
formed increased by 19 percent. Over AO percent of vasec- 
tomy acceptors said that the campaign encouraged them 
to be voluntarily sterilized (127). 

Another possible medium for combatting rumors about 
contraceptives is folk and traditional performing arts such 
as puppetry, mime, story-telling, and song (374, 524). Folk 
arts have been used to communicate family planning in- 
fornation in countries such as Haiti, Thailand, Indonesia, 
Pakistan, and the Philippines (6, 63, 75, 131, 541). Tradi- 
tional arts are particularly appropriate for teaching about 
family planning in rural or highly traditional settings. In 
addition, folk performers, if well-known and respected, 
add prestige and persuasive power to the message and 
increase the likelihood of its acceptance (374). Folk per- 
formers, too, might have the credibility to counter rumors 
effectively. 

Media messages must be carefully prepared to be effec- 
tive. The first Step is determining the intended audience. 
For example, in Bangladesh a mass media campaign stress- 
ing the safety of condoms and OCs was addressed to men 
after research disclosed that men make the decisions 
about contraceptives and also buy the supplies, including 
OCs (275). The most effective messages are carefully tai- 
lo'cd. using language, symbols, and ideas that are mean- 
ingful "> the audience. Messages that arc relevant to the 
audience's own lives are most likely to be understood. For 
example, to counteract the rumor that oral contraceptives 
weaken the user's husband, a brochure designed by the 
Botswana Ministry of Health and the Program (or the Intro- 
duction and Adaptation of Contraceptive Technology 
(PIACT) shows a man vigorously chopping wood, an 
important chore in rural areas jo 
prove that OCs do not cause permanent infertility, the 
final illustration in the brochure shows the woman stop- 
(530) °' ^^'^ eventually becoming pregnant 

Consulting with members of the intended audience aids 
the development of comprehensible and acceptable mate- 



rials. In designing printed materials (or nonliterate peo- 
ple, PIACT has relied on focus-gioup sessions with 6 to 12 
individuals. These discussions reveal people's feelings 
about contraceptives, common experiences and side ef- 
fects with a particular method, as well as rumors and 
misconceptions. Focus-group discussions suggest topics 
that should be covered in printed materials and help to 
ensure that symbols and messages are meaningful io the 
audience (531). These techniques are being used in Mex- 
ico. Nepai, Nigeria. Zimbabwe, and elsewhere by the Pop- 
ulation Communication Services (PCS) project of the 
Johnb Hopkins University, vrarking with PIACT (540). 

Family planning programs may need to develop a variety of 
messages in areas with several ethnic and cultural groups 
with var/ing attitudes toward family planning. One mes- 
sage may not be appropriate for all. Surveys in Guatemala 
in 1978, for example, found that over 90 percent of the 
"ladino" population knew about family planning and 69 
percent approved of using contraception. In contrast, 
among the indigenous Indian populations only about one- 
third knew about family planning and (ewer approved of 
the idea. A message appropriate to the "ladino" popula- 
tion—for example, telling where to find family planning 
services— would have little impact on attitudes toward 
family planning among the indigenous groups (51). 

Effective communication at all levels is essential, both to 
prevent false adveise rumors from ansing and to respond 
to them if they do arise. Effective communication in (amil', 
planning requires both accurate knowledge and a well- 
planned communication effort to present that knowledge 
in a way that is understood, accepted, and remembered. 
Family planning communication activities should be as 
carefully planned and implemented as the other technical 
components of a family planning program, such as setting 
up delivery systems, organizing training programs, and 
conducting surveys. They should be built into any [ ro- 
gram from the start. To avoid rumors or minimize their 
impact, family planning communication activities should 
make full use of the professional expertise that has devel- 
oped through decades of communication experience in 
other areas. Paying close attention to the audience and 
assuring continuity and consistency in the message are the 
most important principles. In the long run, following the 
basic principles of good communication is as important in 
avoiding adverse rumors as is the provision of high-quality 
services and supplies. 



(Front! Population Reports J 699. PP.700 , 717-724.) 
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PROJECT DESCRIPTION 

TH€ MnL€ R6SPONSIBIUTV PROGRfiAAM€ 
Jamaica 



TARGET AUDIENCE; 
OBJECTIVES: 



MEDIA: 

DONOR/SPONSOR: 

DURATION: 

CONTACT: 



Jamaican men and, secondarily, Jamaican women. 

- To help Jamaican men develop self-understanding and improve 
their relationships with others, especially their female 
partners and children. 

- To motivate men to take childbearing and fatherhood 
responsibilities seriously. 

- To encourage men to practice family planning, or at least 
cooperate with their partner's decision to contracept. 

> To educate men about human sexuality, reproduction and 
population Issues. 

Posters, newspaper ads, radio spots, seminars, lectures, 
discussion groups, workshops and print materials such as 
pamphlets and a comic book. 

USAID; the Jamaican government. 

Advertising campaign— six months; other activities— ongoing. 

Mr. Christopher Plummer 
Male Responsibility Programme 
National Family Planning Board 
5 Sylvan Avenue 
Kingston 5, JAMAICA 



DESCRIPT-iON: 



Until quite recently, Jamaican 
culture has ignored the role that men 
could play in taking responsibility for 
family life, including family planning. 
In 1983, The Male Responsibility Programme 
of the National Family Planning Board 
(NFPB) launched an aggressive series 
of activities to encourage active male 
participation in family planning de- 
cisions and to promote a more positive 
image for "male" methods— vasectomy and 
condoms. 

The men's program has only two 
full-time staff members, but through 
the use of voluntary collaboration 
with outside agencies and a "multiplier" 
effect, the program undertakes a wide 
range of activities. 
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"/tere...trf)en he's needed." Jamaican 
men are portrayed spending time with 
their children. (Black and white 
poster, 12 X 15 Inches - X x 39 an. ) 
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Educational Materials 

An a^t"^c??;e^^^??;o^oTJoWi^p^^?^^^,^^^ -le responsibility message, 
family planning clinic untH U ° 0 ° r "P:?-o?fTe '.n^'n'^'^^'^l^^ 
face the unwanted pregnancy that follows thp rnlv k ? • ^''J ^'^^ "i^st 
who attend motivational seminar spo sor^d bTthripPB ° li'n I''-^'"'"' '° ""^^ 
period, 2,000 copies were given out. °^ six-month 




planning clinic 
The six~page 



Shels doing the right fhing„ 
why stop her? 




Male Respon sibility Adverti<;inr^ r ;>mn.,'^n 
^. The National hamily Planning Board 
hired a private advertising firm to 
design and implement a mass media cam- 
paign. Posters, newspaper ads and radio 
spots portrayed men who had shrugged off 
their parental responsibility. Dramatic 
photos carried texts urging men to think 
before making babies: "Man, it's time 
you get serious about lifel" The posters 
are distributed at each seminar and work- 
shop sponsored by the NFPB and are 
displayed at schools, workplaces and 
male-dominated institutions. Additionally 

many groups visit the NFPB to request the Man,«stinev^W«^^ab5KHe! 
posters. S> iwmRMyBJuiBeiaMu=.-y.- ;~- 

"f'e'f tfo^ns the right thing... 
my stop her?" Hen are 
encouraged to si^port their 
partners if they choose family 
planning. (Black and white 
poster, U X 16 inches - 

«... 28 X AO an. i 

One-day Motivational Seminars 

semlnars. Local kevnntB^n^tJc '^F Participating tn the one-day 
stimulate sLaSJlg^oiS'SiscSssio: Sn?" ' ""^ 

1) What it mc-aris to be a man 

2) Fatherhood 

3) tjethods of family planning 

4 Myths about sex aha relationships 
5) Responsibility. 9^ 

^ -0-738- 
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To date the NFPB has tnotivated over 400 men in six parishes through this 
series of one-day seminars. As a spinoff, many groups have requested lectures 
and panel discussions in their communities. Posters are distributed in each 
parish after the seminars and stay behind as reminders of the topic. 

Five-day Educators' Workshops 

Educators from different male-dominated agencies, such as sugar factories 
and the police department, are brought together to study reproductive health 
and family planning. They learn to plan and lead seminars, and they conduct a 
mock seminar during the workshop. The workshop participant.' then organize one- 
day seminars for small groups of men from their own communities and workplaces. 
The participants report back to the NFPB on the seminars and informal sessions 
they have led. 

The NFPB has sponsored one five-day workshop with one female and 20 
male participants. All of the participants have led workshops or informal 
discussions in their communities. Two of these participants have gone on to 
organize similar week-long workshops in their communities. Others have acted as 
resource people on sexuality education. A follow-up workshop was held to allow 
the original participants to discuss problems and successes. 

Male Responsibility Program in Schools 
The outreach to schools involves: 

• In-school sessions to reach boys who will be graduating from fifth form 
(ages 16-17) and sixth form (age 18). The NFPB would like to develop a 
packet especially for male students which guidance counselors and teachers 
could use to lead their own educational programs on reproduction, contracep- 
tion and sexuality. 

• Visits from representatives of the NFPB Male Responsibility Program to parish 
schools in order to to discuss the topic. This proposal was received from 
the school principals of the parish after they attended a one-day seminar. 

• An essay and poster competition in the schools that involved at least 100 
young people from 11 to 25 years of age. "The role of the father in family 
life" was the theme of the contest, sponsored by the Inter-American Year of 
the Fam^'ly Committee. Winning entries were to be honored at an exposition. 

RESULTS: 

Evaluation data on the Male Responsibility Programme are not yet available. 

The program director noted that at one recent seminar led by a doctor, a 
surprisingly large number of men asked questions about vasectOTiy. This 
increased interest marks a significant change in a country where vasectomy has 
received little attention. 

A local newspaper columnist criticized the advertising campaign for its 
negative approach. She suggested that a more sensitive handling of the subject, 
such as was displayed in an earlier NFPB-sponsored advertising campaign, is more 
appropriate. Men who are treated as responsible adults can be expected to act 
with responsibility, she concluded. 
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Although some aspects of the 
campaign have taken a negative tone, 
the local press has also picked up on 
its positive messages. A recent 
newspaper article, written about one 
of the program's keynote addresses, 
carried the headline "The Jamaican 
Hale Can Be Good Fathers, Husbands." 
The posters reproduced in this 
description demonstrate both positive 
and negative approaches. Pretesting 
of both types of message will often 
indicate that one tone is more effective 
than the other for a particular audience 
and topic. 

Carefree Georgia is in big teouble. fte has 
many children that he has neglected to 
support. This poster urges, "Be responslWe 
afeoot sex and fathetitood. Be a real mm. " 
(Blade and white poster, 11 x 16 inches - 
28 X 40 cm.} 

OF NOTE: 



Are you a '^Georgie"? 





^« "t » Will rm. 

Out. «<u »• Ui corh. n 

■'****BflW TifirfiNiiniwiiHi 



MUM. MM «. 



Man,it% fine vou get serious ixxrt Ofe! 



^MiKKwiflwnypijwflM sm 



How effective are the posters from the advertising campaign? The dramatic 
Photographs and drawings probably convey the message themse ves wiJSt the 

Tn^J^Ll^^ ^'-3' ?r"' °^ ^" ^^^^^^^'^^ poster has an im^lS a?e 

impact and carries its message with as few words as possible. 

The Male Responsibility Programme is finding outlet in cultural expression 
The second year class of the Jamaican School of Drama has accepted I 
challenge from the NFPB to create dramatic interpretations focusing on male 
responsibility and men in family life. focusing on male 

Not every family planning association can afford to hire a professional 
iecrhl^'Shn^Th^S posters and radio messages. But the Jamaican pro- 

ject has shown that low-cost workshops and seminars have a wide reach Four 
hundred men attended the initial motivational seminars, which geJI?ated addi- 
JZi^ P'"^^ discussions attended by more than 3.000 men and 



(From: Population Conmiun leaf Ion Services "Male Responslbll Itv In 
Family Planning".) ' 
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Hoduio 7 
DIg«afi«8 in Tfaft PavaloptBff World 



Behavioral <%J®ctlv98 
By the end of this a»dule the participants vlli be able toi 



1. Describe the causes and clinical syaptoms of all diseases 
discussed In this soduie, as stated by guest lecturers or 
described during their sessions. 



2. List the vaccines^ i^e when. given* and sequencing of shots, 
that conprlse the Imunlzatlbn schedule fol loved by the host 
country. 



3. Assess the three stages of dehydration using the WHO Diarrhea 
Treatnent chart and deteralne the appropriate treatiaent for 
each stage, according to the HHO Criteria stated In The WHO 
Module, Treataent of Diarrhea . 



4. Prepare Sugar-Salt Solution and ORS solution according to the 
fornulas given In Session 40. 



5. Nane three vater-borne diseases that are endeslc to the host 
country and describe the neasures for controlling these 
diseases as stated In Session 41. 



6. Explain how sanitation and good hygiene prevent the spread of 
disease, as described In Session 42. 



2i3 



Session 36 
RECOGNITION OF IH4UN1ZABLE DISEASES 



TOTAL TIME 3 hours 

OVERVIEK An understanding of the epId^Iol<^y of a 

disease, that Is, the patterns of disease 
occurrence In a given population and the 
factors that Influence those patterns. Is 
essential for designing appropriate and 
effective Interventions and health education 
programs. Sessions 36, 37 and 38 form an 
Interrelated series of activities designed to 
provide participants with this necessary 
understanding. Session 36 treats the recog- 
nition of clinical aspects of seven vaccine- 
preventable diseases (measles, polio, dip- 
theria, pertussis, tetanus, tuberculosis and 
yellow fever). Session 37 deals with how these 
diseases are spread and how they are perceived 
and dealt with In tho local cultures. Session 
38 examines the prevention and control of the 
spread of these diseases. These three sessions 
are considered essential and should be treated 
as a unit. 

During Session 36 participants learn to 
Identify the signs and symptoms of th«» seven 
diseases. They also practice making visual 
aids and formulating health talks about those 
diseases In their communities. 



OBJECTIVES • To describe and recognize the clinical signs 
and symptoms of measles, neonatal tetanus, 
diptheria, pertussis (whooping cough), 
poliomyelitis (polio) tuberculosis and yellow 
fever. 

(Steps 1, 2) 

• To make a village level visual aid and develop 
a health talk about the signs and symptoms of 
some of these target diseases. 
(Steps 3, 4) 
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*^SOURCES Control of Comin»n>r..hlft fffff pases In l^p^ 



Handouts: 

- 36A Conmon Childhood Diseases 

- 36B Answers to Childhood Diseases Chart 

- 36C Case Studies 

Trainer Attachments i 

- 36A Trainers Glossary 

- 36B Case Studies Ansver Sheet 



MATERIALS 



Pens, newsprint, mariners, WHO sl Ides, and sl Ide 
equipment. 



PfKiCEDURE 



Trainer Note 

Prior to delivering these next three sessions you should obtain as 
S +hi*''I, <^^""+''y..sP^'^'c information regarding ?he eplSemMo^? 
of the diseases listed In Handout 36B (Answers To Ch t mISX 
Diseases Chart) and the Host Country Natlona pfjn and scheSi f ?^ 
the Iwnunlzatlon of children against these dIseSseS. ' ^'''^ 

The Inforfflatlon presented under Method of Prevention and Contra- 
indications in this handout Is based on the most clrrlnt r^^T- 
oulielfn^f ^%hii ^'^V*^'-'^ Organization and are ?^^fc 

f^iSnliStlon ISIdul^^r ^^"^ ''-^^ 



Step 1 
(20 min) 



Identifying Connon Childhood Conminlcable 
Diseases 



Dstrlbute Handout 36A (Cosaion Childhood 
Diseases). AsIc the participants to try to 
recollect the illnesses that they had as a child 
''^^ ^"^f® Illnesses, and for each one 
Identify as much of the clinical picture 
possible. 



as 



22 X-' 
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Trainer Note 

This first step Is an tnfornal pre-test designed to help you 2nd 
the Trainees assess what they know about the six childhood 
lamunlzable diseases Included In countries that have an Expanded 
Program of Innunlzatlon (EPl) policy. These diseases are: 

- neasles 

- pol loiiyelltis 

- diptheria 

- pertussis 

- tetanus 

- tuberculosis 

Yeffov Fever has been Included In this session as It Is a disease 
that sone countries may have chosen to Incorporate In their EPl 
plans. If Yellow Fever Is endemic In the country where you are 
training, ask the participants to list any Information they may 
have on the clinical aspects of the disease. 

Handout 36B (Answers to Childhood Diseases Chart) provides you with 
Information on these diseases. 

Trainees should view this step as a form of self-assesssient and be 
Informed that you do not expect then to be able to f II I In all of 
the columns for all of the Illnesses that they list. However, you 
should expect that they would be able to Identify age at onset, 
signs and symptoms, method of treatment and prevention for some of 
the B»re common diseases. Tell them that the Information that they 
are unable to provide now will be learned by the completion of this 
unit. 

Collect these sheets at the end of Step 1 and tell them that you 
will be using this I nfcM^mat I on to assess what areas and diseases 
wlli be most Important to emphasize In this unit. 

See Trainer Attachment 36A (Trainers Glossary) for definitions of 
terms that may be unfamiliar to the Volunteers. 



Step 2 infornatloi; Pooling 

(45 min) 

Distribute Handout 36B (Answers to Childhood 
Disease Chart) and use as a discussion guide. 

Show slides and pictures of the diseases you 
discuss and explain the signs and symptoms of each 
one. Mention the host country Incidence and/or 
prevalence rates for each disease as well as the 
case fatal Ity rates. Use the local names of these 
diseases. If known, whenever possible. 
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Trainer Note 



rllTn. +he Part!clpants 15 mlwfm to review the answer sheet and 
J[e L'-^J^ni"^"! Glossary). This hanSoit contains 

Pv!i J ■^^'"'"2 yo" inay choose to define 

c ariirsJi: '''iv ''^-'"s shoirdiJi;:; 

tnnil/i^t questions or understanding about the 

rVj^L '""^ symptoms of the childhood diseases covered In 

spS^?flc rftel^? ?f "J!:^' ""['^''^'^ information on d^sea e 
SSnU !f* "^he Illnesses listed In this 

iLc?^^ diseases that are preventable through ImmunlzatloSs anS 

?he ^ olTl ' ""J"^ children unSS? 



Step 3 Developing Ylsaal Aids and Health Talk 

\ou mini 



Have the group break Into 3-4 small groups (no 
more than five per group). Based on the 
techniques. Information and knowledge that they 
c studying the community (Sessions 
FSnlii?.« ;selectlng and Using Nonformal 

Education lechnlques). Session 23 (Selecting and 
Using Visual Aids), and In this session, ask them 
to deve op or adapt pictures and dialogues 
I lustratlng the signs and symptoms of one or two 
diseases. Tell them these pictures and accom- 
panying talks should be designed for use In 
teaching mothers or school children how to 
recognize these diseases. Explain that they wl 1 1 
have about 5 minutes each to present these visual 
aids to their peers. 



Trainer Note 



the T.'ilt ^"-^ or displayed In 

the health clinics and ask the participants to adapt these 

anfis^ng ??suSrJ[lSs) ''^'"^"'^^ 



19 Minute Break 
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Step 4 Presentation of Visual Aids 

(40 nln) 

Ask each group to give a 5 minute health presen- 
tation using the visual aids. After each 
presentation, have the participants critique the 
visual aid and health talk using the criteria and 
knowledge acquired In the sessions on Health 
Education, 



Trainer Note 

A case study exercise offered In Handout 36C (Case Studies) Is an 
alternative to the visual aids activity or an additional app 1 1- 
cation exercise which could be done by the group at the end of Step 
2 or at the very end of the session. 

If you do use the case studyi 

- Have the large group break Into 4-5 small working groups (no 
more than five participants) and distribute Handout 36C 
(Case Studies). Ask the groups to read these studies and 
answer the questions. 

- Reconvene the large group and have them briefly discuss 
their findings and the reasons for their answers. 

Two or three groups should be given the same case study to analyze; 
If their diagnosis and answers differ, the groups should be 
encouraged to discuss their differences and to come to a consensus 
on their answers. In the event the correct diagnosis was not made, 
present It. The answers to these case studies are found In Trainer 
Attachment 36B (Case Studies Answer Sheet), 



294 
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COMMON CHILDHOOD DISEASES 



(NAME OF DISEASE) 



ABE AT flusrr 



TRAWSMISStOM 



i4AJ0R Slews 



SYMPTOMS A 



IMPLICATIONS 



^THOD OF 



iPREVEffTIOM 

m 

CONTRA I NDIRA- 

im 



-749- 



Sosslon 36, Handout 36B 
Page 1 of 7 



COMM!)N CHILDHOOD DISEASES 



tern 



kODE OF 



ftSE AT ONSET Usually 5 and under 



IhfECTIOUS 



Virus 



firop'iet spread or direct cont&ct with nasal or throat 
secretions of Infected person. 



XA JOR SIGNS 
SYKPTOMS A, 
COHPL ICATinMS 



Illness begins with fever, cough, runny nose and redness 
of the eyes. The mouth becooies sore. The fever peaks 
aftsr 4-5 days. On the 3rd-4th day of Illness a bumpy 
red rash (Vtolet-cotored In many African children) 
appears on the head and spreads to the legs. It heals 
with scaling and does not usually last longer than a 
week. The most connnon complication of measles are middle 
ear Infection, pneumonia, and diarrhea, which can lead to 
dehydration and/or malnutrition. 



Diarrhea with dehydration and/or malnutrition and 
pneumonia are the two most common causes of measles 
associated with deaths of children. Fluids and good 
nutrition can help prevent death from diarrhea and 
antibiotics can be used to treat some cases of pneumonia. 
There Is no cure, however for the measles Infection 
Itself. 



€THOP OF 



reasons 
'NTRAINDinA^ 



Measles Immunization in U.S. 1 dose after 15 months of 
age. In Africa, 1 dose at 9 months of age. Ito contra- 
indications. Mild fever, colds and diarrhea are not 

to postpone Immunizations. 
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COfWON CHILDHOOD DISEASES 
NEONATAL TETMiU^ 



AT ONSET 


4-21 days old 


INFECTIOUS 

mm 


Bac^or tun 


«)DE OF 


Tetanus spores are usually Introduced Into the body by 
the Instrument used to cut the umbilical cord, or through 
Infection of the unhealed unbll Icus when if cones tn*n 

™ •••■^w » www • ■ V § f wMUwO till W 

contact vlth contaminated substances. 


MAJOR SIGNS 
SYI#»TOMS A 
COMPLICATIONS 


Huscle spasms, lockjaw, 4-21 days after birth. Stops 
feeding at the breast. 








Treatment Is not effective unless carried out In a wel I 
equipped hospital. Even then 40-60^ of the Infants with 
this disease die. 


METHOD OF. 
PREVENTION 

CONTRA I NDICA- 


For neonatal tetanus give two doses oi- tetanus toxlod 4 
weeks apart to pregnant women If they have never been 
vaccinated. The initial dose should be given as early In 
pregnancy as practical. The second Injection should be 
given at least 4 weeks later and preferably at least 3 
weeks before delivery. If the second dose Is not given 
then, be sure It Is given at a post-natal visit (4 weeks 
later). During each subsequent pregnancy, the general 
principle Is to give 1 booster dose. After 5 well 
documented lBwunl2:at!ons with tetanus toxoid, the need 
for subsequent doses Is very small. Neonatal tetanus can 
also be prevented by hygenic care of the umbilical cord. 


TION 
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COMMON CHILDHOOD DISEASES 



AGE AT ONSET 


Tho fia6 of onsG't In chlldrAn whn I ixfCi tn /fAPtc?Alt« 
■ itw w\jw V 1 w«a^v 1 III wiiiivii oil wii\^ 11 vo 1 n QGnsu 1 Y 

populated urban areas, where whooping cough Is endemic Is 
usually less than 1 year. In rural communities where the 
disease usually occurs In epidemics, children throughout 
Tne age range oecome Mi. 


INFECTIOUS 


Bacterium 


MODE OF 

lTI<ANSMISSION 


Droplet spread? direct contact with discharges from 
respiratory mucous membrane of children. 


mm SIGNS 

COMPI ICATIONS 


Cattarrhal Period - Lasts 7-14 days. Cough and nasal 
discharge are presen. 

Paroxysmal Period - lasts, as a ml a. A^fi uooVc a-ir-^4-r> 


Of coughing with no Intake of breath are followed by a 
sudden Inspiration with a characteristic "whoop" (though 
the "whoop" Is sometimes not present, particularly In 
Infants less than 6 months of age). These coughing 
spells produce sticky sputum and are often fol lowed by 
vomiting. Whooping cough Is associated with loss of 
appetite. It may lead to malnutrition. 


TREATMENT 


Antibiotics (of value only during Incubation period) and 
nursing care can reduce the severity of some cases. 


MFTHOD OF 

PREVENTION' 

m 

CCWTRA INDICA- 
TION 


DTP Immunization given as soon as possible after 6 weeks 
of birth followed by 2 or more doses spread at least 
4 weeks apart. This vaccine should not be given to a 
child who has had convulsions, encephalitis or shock 
associated with previous Injections of this vaccine. 
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COMMON CHILDHOOD DISEASES 
PARALYTin Pm in 



A6E AT omn. 


Under three years 


IfyFECTIOUS 
AGFIff 


Virus 


MODE OF 
TRANSMISSION 


Fecal-oral Is the major route of transmission where 
sanitation Is poor. During epidemics and where 
sanitation Is good droplet spread is more Important, 


MAJOR SIGNS 
SYMPTOMS ^ 
COMPLICATinN^ 


Fever, stiff neck and sudden weakness of arm or lea 
Senses of touch and pain are normal. 






TREATMFKfT 


IVJ^llH^ !k of polio, the patient should 
t t ll, ^ muscles he does have. Do not alve 
Inject ons to patients suffering acute stages of polio. 
There Is jqc fiuca for the Infection Itself, ^ 


PREVENT m^l 

m. 

MNTRAiNninv 


The primary series of oral polio vaccine consists of 3 
oral doses. The recommended age of 1st dose Is as soon 
as possible after the child reaches 6 weeks of age. The 
minimum recommended Interval between doses Is 4 weeks 
There are m contraindications. If a child Is given 
polio vaccine during an episode of diarrhea an additional 
dose of vaccine should be given 4 or more weeks later. 
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COMMON CHiLOHOOO DISEASES 
DIPTHSRiA 



teE AT ONSET 


UntRBiunlzed children under 15 years of age. 


INFECTIOUS 

mm. 


Bacteria 


WDE OF 
mANSMISSION 


Contact with patient or carrier. Raw milk has served 
as a vehicle. 


<AJOR SIfiNS 
SYMPTOMS A 
COMPLICATIONS 


Cold with fever, headache and sore throat. Bad breath. 
White or grayish membrane on one or both tonsils 
spreading to back of throat. Possible swollen neck. 






Seek medical help. 


METHOD OF 
PREVEIfnOM 

CONTRA INDICA- 


DTP Immunizations. Same series as for Pertusls. 



230. 

-755- 



Session 36, Handout 36B 
Page 6 of 7 



COMMON CHILDHOOD DISEASES 
CHILDHOOD TUBERCULOSIS 



flSE AT ONSET. 


Variable 


INFECTIOUS 
tSEiS. 


Bacteria 


«£QE_QE 

TRANSHISSIO»f 


Exposure to bacilli In airborne droplet from sputum of 
person with infectious tuberculosis. Transmission In 
children Is usually associated with close exposure to 
Infectious cases* 


MAJOR SIGNS 
SYMPTOMS A 
COMPLICATIONS 


Productive cough, loss of weight, fever, general 
weakness. 




Use of INH. Good nutrition. 


METHOD OF 
PREVENTION 
AND 

fXJNTRAINDICA- 


BC6 vaccination at birth. 
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COMMON CHILDHOOD DISEASES 
■YELLOW FEVER 



A6E AT ONSET 


Variable 


INFECTIOUS 

tSaEHL 


Group B Togo virus 


MODE OF 
[TRANSMISSION 


In urban and certain rural areas, by the bite of 
Infective Aedes aegypti mosquitoes. 


MAJOR SIGNS 
SYMPTOMS & 
COMPLICATIONS 


The mildest cases are clinically Indeterminate. 
Typical attacks begin with sudden onset, and are 
characterized by fever, headache, backache, prostration, 
nausea and vomiting. As the disease progresses, the 
pulse slows and weakens, though the temperature may be 
elevated. Jaundice Is moderate earlv In the rftQAncso »nH 
Is Intensified later. 




Symptomatic 


mm 01 

PREVENTION 

m 

CONTRAINDICA- 

im 


Vaccination with Yellow Fever Vaccine 17-D. Not 
recommended for children less than 1 year of age. 
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CkSS. STUDIES 



Presenting 
CompkixiT and 
Medica- Historv: 



Name of Patient "Djogduir, r5jl 

5«E Mak 

Date of Birds: T November 1 9"* 5 

Date of Visit 18Apnil980 

Vital Signs Temperature 5"."'C 

Pulse 95 
Respirations 28 
TTeight 15.7 kg 

Hie boT 5 mother says ber child has had a chest cold 
for the past week and that now he has begun to have 
attacks of coughing. He coughs up thick, sticky 
white mucus. Sometimes his food comes up after an 
attack The cough ends with a high noise. The 
coughing attacks exhaust him. 

The boy was fuH term, normal delivery. At birth he 
weighed 2.9 kg. He had measles at four years of age. 

The mother did not bring the boy's immunization 
record with bet. 

Pb^-sical The boy looks strong but tired His mucous mem- 

f yn-mfnar imr brancs are pink, his tonguc is pink and moist, his 
sckxa is deax. His &ce is slightly red His lymph 
glands are not swollen. An occasional rhonchi can 
be heard in his chest 

The cHld had two attacks of coughing during the 
examination. Tbe cough is short and shaxp. He 
cou^ up sticky white mucuSL Inspiration after 

Study the information given above, then answer diese questions. 

1. IHatistbediagTWsi^ 

2. What infonnation in d» case study was most useful to you when you 
made your diagnosis? 

3. Was any information missing &om die case study that would have 
he^>ed you make the diagnosis? 

4. How would you treat this patient 

5. What advice would you give this patient 
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Name of Patient 

Sex 

Date of Birth: 
Date of Visit: 

Vital Signs 



Presenting 
Complaint and 
Medical History: 



SY. Awa 
Female 

2 May 1977 
1 April 1981 

Temperature 39.5°C 
Pulse 120 
Respirations 33 
Weight 17.1 kg 

The child has had a fever and bad cold for the last 
three days. 

Child developed a head cold about three days ago. It 
has been getting worse. This morning she developed 
a high fever. Her eyes are red. She is tired and 
irritable. She will not eat She has had no chills or fits. 
The young girl has had no previous serious illness. 
She is the second of four childrea The other child- 
ren are all well 



Physical 
Examination: 



Child looks ill and irritable. Her conjunctivae are 
rod Her tongue is dry and coated Her throat is red 
No exudate is on her tonsils. She has small white 
spots with red borders on the mucous membranes 
of both cheeks. A chest exam reveals some rhonchi, 
but no respiratory distress or signs of pneumonia. 
Her abdomen is soft and not tender. No organ 
enlargement is noted Her skin is clear except for a 
red rash on her neck. Many macules and papules, 
but no pustules are visible. 

Study the information given abov^ then answer these questions. 

1. What is the diagnosis? 

2. What information in the case study was most helpful to you when 
you made your c^gnosis? 

3. Was any information missing from the case study that would have 
helped you make the diagnosis 

4. How would you treat this patient' 

5 . What advice would you give this patient' 



(Front HEDEX. PrlBary Keal+h Care Series, M«+ ernai and Chfid Health. 
Student Text. pp. 94-96.) 
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TRAINERS GLOSSARY 



In the event that the volunteers have difficulty understanding 
certain terms in this session, the following definitions/explanations 
should be provided: 



Infectious Agent The organism that must be present for a 

disease to occur. The . agents are 

usually located in the biological environment. 

Mode of Trans- Any mechanism by which an infectious agent 

mission is spread through the environment or to another 

person. These mechanisms are: 

- Direct Transmission 

- Indirect Transmission 



1. Vehicle-borne 

2. Vector-borne 

3. Airborne 



(From: Benenson» Control of Communtcabte Dtseases In Man/) 
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EPIDEMIOLOGY; DEFINITION 
AND BASIC RATES 

» 

Thcstudy of a community is not complete without data on th e principal 
diseases whidi afToct it. Planning of curative an d preventive program nies, espe- 
cially health education, must be based on accurate knowledge of the existence 
and the importance of the different diseases in the community. For this reason, 
the nurse must know* how to collect basic epidcnn'ological data. 

Epidemiology is the study of the diseases that exist in a population. It 
describes the factors arising from the agent (vector), the host itself and from the 
reservoir (natural source of the infection) which contribute to the transmission 
and survival of a disease in a population. Epidemiology is based on disease 
surveillance in the community. It can be a means for measuring the impact of 
the nurse's activities on the health of the community through the annual calcu- 
lation of disease incidence and prevalence rates. What do these terms mean? 

Incidence Rate: This is the rate of new cases of a disease to appear in a 
population during a given period of time. Usually it is expressed per 100,000 
inhabitants for-one year, according to the following formula: 

Incidence Rate a 

Number of new cases appearing in one year X 100.000 

The total population counted on the middle day of the year (July 1st). 

# 

Example: If in a village of 5796 inhabitants, between January 1 and December 
31 there were 60 ne%v cases of viral hepatitis, one would have an 

Incidence rate =-^|^X 100,000«= 1030 cases/100,000 per year. 

Prevalence Rare: represents the number of cases of a certain disease 
existing in a population ai the time of the study. This figure is usually expressed 
per 100,000 persons. 

a° ^^P- B Number of cases at the time of the study x 100,000 

Prevalence Rate = — — ; i- — ' 

Population studied 



Example: If at a certain moment, in the snnic village of 5796 inhabitants there 
were 1 10 persons who were suffering from bilharzia, one wo: ld have a 

Prevalence Rate = -^^X 100,000= 1898 per 100,000 

Knowinghow to calculate the incidence and prevalence rates of disease, 
the iiurseshould then beable to ask himself: What are the principal diseases for 
which members of the community come to the health centre for consultation? 
What is the frcqucncj- of various diseases in the population? Are they more 
frequent at different times of the year, in particular areas or neighbourhoods, 
or amo.ig particular groups: children, p ^gnant women, elderly people? What 
are the endemic diseases in the community, i.e., the diseases that constantly 
scourge the population of the region? Arc there epidemics, i.e., diseases which 
affect £ large number of the population acutely at the same time? 
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TABLE 9-1 Major Public Health Rales 



Rates 



Usual Factor 



Rate for United Slates, 
1971 



Kates Whose Denominators Are the Total Population 

Crude birth rate = """^ber of li ve births during the year 
average (midyear) population 

Crude death rate = P"'"t)er of deaths during the year 
average (midyear) population 

number of deaths among persons of a given 

Age-specific death rate = age group in a year 

average (midyear) population in 
specified age group 

Cause-specific death rate = """fae^ of d eaths from a stated cause in a year 

average (midyear) population 



Rales and Ratios Whose Denominators Are Live Births 

number of deaths in a year of children less than 1 
year of age 
number of live births in same year 



Infant mortality rate = - 



per IflOO population 
per 1,000 population 

per 1,000 population 

per 100,000 population 

per 1,000 live births 



17.2 

15.7t (1973, preliminary) 
9.3 

9.4 1 (1973, preliminary) 



5-14 years— 0.4 
65-74 years-35.9 



Diseases of the heart-359.5 
Malignant neoplasms- 163.2 



19.1 

17.61 (1973, preliminary) 



2^7 
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Rates 



Ujual factor 



Rate for United SUtes, 
1971 



N'eonatal mortality rate = • 



number of deaths in a year of children 

<28 days of age 

number oi live births in same year 



Fetal death ratio = """ber of fetal deaths*; during year 
numt>er of livs buths in same year 



per 1,000 live births 14.2 
per 1,000 live births 13.4 



number of deaths from pueri)eral 



Maternal (puerperal) mortality rate - number oM^vTblXTn'Ume yea r***" ^^'^ (or 10,000) ,8.8 per 100.000 



~\TfS WIK»B DRNONINATOItS AJ<E CASES OT THAT OISBASB 
nimljc r of <ie ath8 fro» a dliw aao 
Cfl«e Fatality rate • ni«iit)cr ot casi*a of ~tlut discaso 



live births 
% 



HoasuroG Dinoar-c 
Severity 



Sates Wiwse DenonHMlors Are live ■Mm and Fetal Deaths 

p-,,1 j-,,L number of fetd deaths'*during year , 

Fetal death rate - number of live births and fetal je-^uhs during same year P«' T H'**'* 



Perinatal mortality ratef ' 



number of fetal deaths 28 weeks or more and 

infant deaths under 7 days of age 

number of live births and fetal deaths 28 
weeks or more during die same year 



per 1,000 live births 
and fetal deaths 



las 



27.6 



•Fro« Hatlo.tal Center for Health Statlstless vital Statistics of th* otit^ ««i , ^ 

Prlntln, Office, Ma.hin9ton O.C., 1974. s«tiSHCs oi the onited SUte*. vol. 1 and 11. U.S. Govt. 

"fe^^c'^nTr'^t/'iSiyi^ciaS fet}S*^lff'^o''^h%'«g&|!fttt»W8?Sn'«P''e\t7acm 'J-tad. (U.S. definition. 

'^i I^JLiZ:^-^ ' -eaths-occurri'ns . wee. or later -ndtl"d::t;.r^^^^^^ laLT""^ 

jHonthly Vital Statistics Report 22.12. U.S. Govt. Printing office, Washington. D.C 1974 



(Froa: feusner and Bahn. Epldtwlolopyt An Infro ductory Tovf . Chapter 9.) 
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CASE STUDIES ANSNER SHEET 



Name of Patient 
Sex: 

DateofBiith: 
DateofVisie 

Vital Signs 



Presenting 
Complaint 



Medical 
Histoiy: 



Physical 
Examination: 



Diagnosis: 
Patient Carte 



Diagnostic Point: 



Ojogdum, Paul 
Male 

7 November 1975 
18 April 1980 

Temperature 37.7"C 
Pulse 93 
Respirations 28 
Weight 15.7 kg 

The boy's mother says her child has had a chest cold 
for the past week and that now he has begun to have 
atucks of coughing. He coughs up thick, sticky 
white mucus. Sometimes his food comes: up after an 
attack. The cough ends with a high noise The 
coughing attacks exhaust him. 

The boy was a full term, normal delivery. At birth he 
weighed2.9 kg. He had measles at four years of age 

The mother did not bring the bo/s inununization 
record with hei; 

The boy looks strong but tired His mucous mem- 
branes are pink, his tongue is pink and moist, his 
sclerae are cleat His face isslightly red His lymph 
glands are not swollen An occasional rhonchi can 
be heard in his chest 

The child had two attacks of coughing during the 
examination The cough is short and sharp. He 
coughs up sticl^ white mucus. Inspiration after 
coughing is harsh. 

Whooping cough 

1. Increase the number ofmeals you feed the boy 
each day. Give him snuller portions at each meal 

2. Give him 50 mg ampicillia per kilogram of body 
weight in divided doses every six hour& 

Cough with whoop 



2^3 
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Name of Patient 
Sex: 

JJateofBirthc 
Date of Visit 

Vital Signs: 



Presenting 
Complaint and 
Medical History: 



Physical 
Examination: 



Diagnosis: 
Patient Care 



Female 
2 May 1977 
1 April 1981 

Temperature 39.5'C 
Pulse 120 
Respirations 33 
Weight 17.1 kg 

The child has had a fever and bad cold for the la t 
three days. 

Child developed a head cold about three days ago. It 
has been getting worse. This morning she developed 
a high fever. Her eyes are red She is tired and 
irritable. She will not eat She has had no chills or 

fitSL 

The young girl has had no previous serious illness. 
She is the second of four childrea The other child- 
ren are all well 

Child looks ill and irritable. Her conjunctivae are 
red Her tongue is dry and coated Her throat is red 
No exudate is on her tonsils. She has small white 
spots with red borders on the mucous membranes 
of both cheeks. A chest exam reveals some rhonchi, 
but no respiratory distress or signs of pneumonia. 
Her abdomen is soft and not tender. No organ 
enlargement is noted Her skin is clear except for a 
red rash on her neck. Many macules and papules, 
but no pustule? are visible. 

Measles 

1 . Teach the parents how to sponge the child to 
bring the fever dowa Follow these steps: 
a. Obtain bowl with water at room temperature. 
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b. Undress the child to her underpants. 

c Have the child lie down on a bench or table or 



d Obtain a sheet or towels and put them into the 
bowl of water. Wring them out and place them 
over the child, including her head Leave them 
there for two to three minutes. 

e Put the sheet or towel back into the bowl of 
watex; 

£ Continue this procedure until the temperature 
is reduced 

You may also give the parents aspirin to bring 
the child* s temperature down. 

2. Give one tablet aspirin every four to six hours for 
fever. 

3. Give the child frequent small meals. Between 
meals, encourage her to drink fruit juice or water. 

4. Ask the mother to contact the clinic daily. If the 
child's fever remains high for more than one 
more day, o' if she begins to have difficulty 
breathing, the mother should bring her back to 
the clinic 



bed 



Diagnostic 
Points: 



1 . Combination of fever, red eyes, runny nose, and 
cough, and the early development of rash on 
neck which is characteristic of measles 

2. Spots on inside of cheeks 



(From: MEDEX. Primary Health Care SerleSf Ma ternal and Child Hflwl+h - 
lnstructor»s Manual. Vol. 24, Teaching Plan 10. pp. 54-56.) 
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Session 37 
TRANSMISSION OF IMHUNIZABLE DISEASES 



TOTAL TIME 3 hours 



OVERVIEW Session 37 Is the second of a three-part series 

of sessions which deals with the control of 
specific IiiRiunlzable diseases. Here partici- 
pants gain technical Information regarding ways 
In which diseases are spread. They also learn 
how the Iccal culture views the ways In which 
these disea&es are spread and then practice 
giving advice that merges the -hfo perspectives. 

OBJECTIVES • To explain modes of transmission and Infectious 
agents for each of the diseases. 
(Step 1) 

• To formulate health messages that Incorporate 
accurate technical Information and cultural 
bel lefs and perspective. 

(Step 2, 3) 

• To begin planning and developing materials for 
a puppet show and picture series. 

(Step 4) 



RESOURCES 



Helpfnn Health Workars | (yarn (pp. 22-26) 
"Aud I o-V I sua I /Communications Teaching 
(Peace Corps Resource Packet p-8} 



Aids" 



Handout: 
- 36B 



Answers to Childhood Diseases Chart 
(from Session 36) 



MATERIALS 



Newsprint, markers, materials for making 
puppets and props for a puppet show, paper, 
pens, cassette recorder, tapes of local music. 
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Trainer Note 

This session will require considerable preparation. The principal 
ectlvlty of this session Is developing health education lessons 
using puppets and pictures. In order to uti I Ize the limited time 
given the volunteers for this activity, you should obtain and 
develop the following props In advancei 

- Cloth to serve as a stage covering 

- Sticks, Cardboard and Colored Markers If you choose to make 
stick puppets. 

- Vegetables, Carving Knives and Other Materials (leaves, 
grass, rope and cloth to nake hand puppets. 

- 6Iue 

- Table which serves as a stage or a pre-fab puppet staae. 

- Tape Recorder and Local Music 

- Pictures developed In-country or by International organi- 
zations of one or several of the diseases covered In the 
session. 



Step 1 Understanding How Diseases Are Spread 

(15 afn) 

Have the group review the answers under the column 
headings "Mode of Transalsslon" and "Infectious 
Agent" from Handout 36B (Answers to Childhood 
Disease Chart). Ask them If they have any 
questions pertaining to these two categories. 
Discuss these questions and any mlsperceptlons 
with then. 

Step 2 Cultural Factors Affecting the Spread of Disease 

i3S Bin) 

Have participants divide In1x> snail groups and 
distribute a written cultural belief description 
to each group (see Trainer Note below). Ask thea 
to study the belief and then develop a short story 
(2 «Inutes) which Incorporates the local cultural 
beliefs with technical health advice regarding the 
cause and spread of disease. Read them the story 
provided In the Trainer Note as an example. 
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Trelnar Kott 

You win need to find out about som local beliefs on hoa diseases 
are spread and distribute this Information In a handout to the 
smai i groups. An exaaple of a story based on local bei lefs, that 
you may choose to present yourself or use as a working exaaple to 
aid the volunteers In their project. Is the frilovlng: 

"HIdwIves In Lardin Gabas traditionally rub dry.dlrt 
or cow dung Into the end of a baby»s cord to prevent 
bleeding. The result Is that babies often die of 
tetanus from the Infection that enters through the 
cord. But people think the Illness Is caused by a 
certain kind of bird that lands above the baby. 
They believe that when the bird sings, the spirit of 
the baby flows out through the cord, causing the 
baby's body to stiffen with spasMS." 

The story the health workers would tell to the people describes how 
a village aldwlfe learned to prevent this fora of Infant death. 
After carefully washing her hands, she would tightly tie the baby's 
cord with clean strips of cloth, then cut It with a boiled baaboo 
knife. Later, when the bird landed over the baby and sang, the 
baby's spirit could not escape because the cord was tightly tied. 
(Fron: Helping Health Workers Learns Chapter 22, p.6). 



step 3 Presentation and Discussion of the Stories 

(35 fflin) 

Reconvene the large group and ask each group to 
present their story. After each story, have the 
group discuss Its strengths and weaknesses. 



Trainer Note 

The following are a few examples of questions that can serve as 
discussion areas. (Based on the story from Lardin Gabas). 

- In what ways does this story help aothers and aldwives gain 
greater understanding and learn healthier practices? 

- In what ways does the story alslead or block their 
understanding of Important causes of diseases? 

- Hhlch is more likely to help people gain control of the 
events that affect their health and lives, a magical or 
scientific understanding of causes and results? 

- Does the story focus solely on the weaknesses of a local 
custom and the beneficial ways or strengths of modern 
(outside) ways? 

(Frc»ri: Helping Health Sorkers Learns Chapter 22, p. 6) 



^5 Minute Break 
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St«p 4 
(90 ain) 



Pr«parIfJ8 a H«alth Education Lessor 

participants that In this step they 
ultL ^^^f'^'P ^ education lesson; 

5f SSh.!!!''''^ puppets or a picture series (e.g 
tllpcharts, flannelgraphs), to coflwunlcate to 
mothers or school children the laportanco of 

complete Iwnunlzatlons for children 
under the age of five. *'"ii«ren 

Ask theo to form two groups. One group to develop 
a puppet show and the other to develop a heatlh 
talk using pictures. Tell the« they have the rest 

sesslSi V;irk?" "'""'"'^ ^''^ 



Trainer Kote 

Tell the group preparing the plcture/f I ipchart oresentatron +h«+ 

eSuca^lJr'cLf''""^^ '''' coLlst Of Jhers^Jtlnd ng^^^^^^ 
ioid It Jil t: . Sroup preparing the puppet show should be 

lilts. P'*®^«"+«+'<>n +<*«rds schoolchildren Iged til 

lS>lZv l!lSr+ilJ\ ?^J^*>ves Of their presentations are to 
^uM^ J!f Information on childhood Illnesses that they think 

!r«rJf.SS^''''^f community to adopt benef IclSrhea ?h 

S?esei?al;ons *t +hey shoSid Inc u5e n thelJ 

I^e? ''"^^'^'"'^ Inununlzable diseases In Ihllr 

- signs and syroptoras of the diseases 

- modes of transmission 

- methods of prevention 

Tell th^ that staff members and other outside auests «m 

iL's^^,?^^^ presentations. Give th^pX^ln^i'liL^ 
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PREVENTING AND CONTROLLINS 1V£ SPREAD OF DISEASE 



TOTAL TIME 



3 hours 



OVERVIEW 



As the last In the series of sessions on 
Immunlzable diseases. Session 38 focuses on 
preventing disease through primary, secondary, 
and tertiary Interventions. Participants 
examine the WHO and host country Imenunlzatlon 
schedule. Then they complete the final 
preparation on their puppet shov or picture 
series and make their presentations. 



(SJECTIVES • To compare the WHO and the host country 
lionunlzatlon schedules. 
(Step 2) 

• To design and conduct a puppet shov and picture 
(flip chart) series that deal with the Issues 
of Immunlzable disease studied during Sessions 
36, 37, and 38. 
(Steps 4, 5) 



RESOURCES 



Technical Health Training Manual (Peace Corps) 
Handoutst 

- 36B Answers to Childhood Diseases Chart 

(from Session 36) 

- 38A "MOH Immunization Schedule" 

(to be prepared by trainer) 

Trainer Attachment: 

- 38A Levels of Prevention 
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MATERIALS 



Newsprint, markers, mater Jals and props for the 
puppet show J room, chairs, stage, etc. for 
presenting the puppet show and picture series. 



Trainer Note " " 

step 1 Method of Preventing Disease 

(15 min) 

Once more, ask the group to look at Handout 36B 
(Answers to Childhood Diseases Chart) and to study 
the Information under the column headings "Method 
of Prevention and Contraindications" and 
"Treatment." Ask the participants If they have 
any questions or need for clarifications. 

Step 2 Country Specific Imunlzatton Schedule 

Ij^D inini 



Distribute a copy of Handout 38A, (MOH 
Immunization Schedule) to each participant. Have 
them review this schedule and compare if with the 
WHO recommended schedule as presented In Handout 
36B. Discuss any differences that might occur 
between these two schedules. 



247 

-774- 



Session 38, Page 3 



Trainer Note 

What Is essential to stress about the Immunization schedule listed 
In Handout 36B (Answers To Childhood Diseases Chart) Is that this 
schedule lists the minimal age for the first dose and the minimal 
Interval between successive doses recooimended by the World Health 
Organization. Based on these recommended mlnlmums, countries nay 
develop an Immunization schedule that gives different ages for 
receiving the first dose of vaccine. It Is Important that 
volunteers follow the vaccination schedule of the host country. 
This as well as the following points and other factors that you the 
trainer nay be aware of concerning country-specific schedules 
should be discussed: 

- Logistical reasons. I.e., shortage of health personnel, 
facilities, transportation and equipment. 

•> Medical philosophies, e.g., physicians believe that maternal 
antibodies for certain diseases may Interfere with a chlld*s 
devetopi^nt of protective antibodies. Therefore, the child 
win need to be revacclnated, which Is not cost-effective. 

-Political reasons, e.g., NHO recommendations are not 
accepted by the MOH. 

- Selection of Injectable polio vaccine Instead of oral polio 
vaccine. 



Step 3 Defining Levels of Prevention 

(20 Bin) 

Based on the Information presented In Trainer 
Attachment 38A ("Levels of Prevention") present a 
brief lecturette defining In general the three 
levels of prevention. 



Trainer Note 

This presentation should emphasize primary prevention via Iimnunl- 
zatlon. Olscusslmi of secondary prevention should Incorporate 
the treatment section of Handout 368 (Answers To Childhood 
Diseases Chart) and Include the local remedies or treatments. 
Tertiary prevention pertains mainly to residual paralysis from 
contracting polio. 



10 Minute Break 
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(eo'^mln) Preparation for Present Inj the Puppet Show 

Have the participants divide Into the two groups 
they formed at the end of Session 37. Ask then to 
Incorporate the nev Inforaatlon they»ve gained In 
this session Into their scripts and to final Ize 
any other ttaterlals and awthods that they will use 
In their show. Tel I the groups they have the rest 
of the session to finish their presentation 
preparations. 



Trainer Kote 



lif.+r®^"®'' fi. P^'^'c'pants should pre-arrange the tine of the 
health presentations. Whether It happens Innedlateiy at the close 

pUc'Slar'IfiuStlS;. ''''' 

Prior to curtain time prepare sone after show refreshments and make 
SIL.^!! arranged for the Invited guests. Also, ask a 

mefflber of the group to serve as "emcee" for the activities. 



Step 5 Present the Health Educatloa Lessons 

(XX mln) 

Ask the emcee to welcosae the guests and have one 
member of each team describe the setting and 
target groups for whom the show/ lessons were 
developed. I.e., mothers or school-age children. 
At the end of the presentations, have the eacee 
thank the audience for coming and Invite them to 
stay for refreshments which are In the "lobby." 



Trainer Hot« 



El. her after the guests have gone, or at the beginning of the next 
mornlng»s session, ask participants to process the experience of 
designing and Implementing the health shows. Be sure they discuss 
how they felt their presentations went and what suggestions for 
Improvement and/or change they would advise. Ask them to discuss 
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LEVELS OF PREVENTION 



Widi prevention a dominant theme, it may be well to elaborate 
upon this word. In a narrow sense, prevention simply means 
inhibiting the development of a disease before it occurs. However, 
in current usage, the term has been extended to include measures 
which inteniipt or slow the progression of disease. For this reason 
severallevels of prevention are said to e%{sr:Frimary prevention 
(appropriate in the stage of susceptibility) is prevention of disease 
by altering susceptibility or reducing exposure for susceptible indi- 
viduals;- secondary prevention (applied in early disease, i.e., pre- 
clinical and clinical stages) is the early detection and treatment of 
disease; tertiary prevention (appropriate in the stage of advanced 
disease or disability) is the alleviation of disability resulting from 
disease and attempts to restore effective functioning. 

Primary Prevention 

Prevention of the occurrence of disease consists of measures 
which fall into two major categories: general health promotion and 
specific protective measures. General health promotion includes 
provision of conditions at home, work, and school which favor 
healdiy living, e.g., good nutrition, adequate clothing, shelter, rest, 
and recreation. It also encompasses the broad area of health educa- 
tion, which includes not only instruction in hygiene, but also such 
diverse areas as sex education, anticipatory guidance for children 
and parents, and counselling in preparation for retirement Specific 
protective measures include immunizations, environmental sanita- 
tion (e.g., purification of water supplies), and protection against ac- 
cidents and occupational hazards. 

The past successes of public health in developed countries 
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have been accomplished largely by primaiy prevention of infec- 
tious disease through environmental manipulation and immuniza- 
tion. The most pressing unsolved problems in these countries today 
are chronic diseases whose prevention requires modification of 
deeply-rooted individual behavior, such as dietary patterns, physi- 
cal activity, and the use of alcohol, tobacco, and other drugs. 
Equally obdurate and important is the problem of deaths and inju- 
ries from accidents, especially motor vehicle crashes. Future efforts 
at primary prevention of these conditions will probably focus both 
on attempts to influence individual behavior and on environmental 
controls (e.g., air-bags in cars, altered composition of dietary fats) 
which will in part shift health-related decisions from the individual 
to social institutions. 



Secondary Prevention 

With early detection and prompt treatment of disease, it is 
someUmes possible to either cure disease at the earliest stage possi- 
ble or slow its progression, prevent complications, limit disability, 
and reverse communicability of infectious diseases.. On a commul 
nity basis, early treatment of persons with infectious diseases (e.g., 
venereal infections) may protect others from acquiring infection A 
and thus provides at once secondary prevention for the infected in- 
dividuals and primary prevention for their potential contacts. Ex- 
amples of diseases in which eflbrts at control center primarily 
around secondary prevention are diabetes, in situ carcinoma of the 
cervix, and glaucoma. 

As is true of primary prevention, secondary prevention is a re- 
sponsibility of both physicians in private practice and those in com- 
munity posts. Health departments and other community agencies 
often conduct screening surveys in whkh asymptomatic persons 
are tested to uncover disease in its early stages. 



Tertiary Prevention 

This consists of limitation of disability and rehabilitation 
where disease has already occurred and left residual damage. 
Physiotherapy to an aflected limb to restore motion and prevent 
contractures exemplifies measures for the limitation of disability. 

Rehabilitation is the name given to attempts to restore an af- 
fected individual to a useful, satisfying, and, where possible, self- 
sufficient role in society. Its major theme is maximal utilization of 
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the individual's residual capacities, with emphasis on his remain- 
ing abilities rather than on his losses. Since modem rehabilitation 
includes psychosocial and vocational as well as medical compo- 
nents, it calls for good teamwork by people from a variety of profes- 
sions, as shown in Figure 1-1. It may also require extensive physi- 
cal facilities and sufficient funding to provide a variety of services 
over a prolonged period of time. 

Until the occurrence of death, it may be possible at each stage 
of the evolution of a disease process to apply appropriate measures 
to prevent continued progression and deterioration of the patient's 
condition. The different levels of prevention can be fully under- 
stood only in relation to the natural progression or natural history of 
disease. The clearer our understanding of the natural history of a 
disease, the greater may be the opportunities for developing effec- 
tive points of intervention. The interrelations between natural his- 
tory and levels of prevention will be illustrated by a specific ex- 
ample, stroke. 



(From: Mausner and Bahn* Epldemtoloflyi i* n Introduction Tevt . pp. 9-1 1) 
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SESSION 39 
DEHYDRATION ASSESSICMT 



TOTAL TIME 2 hours 



OVERVIEW Specific checklists and charts that summarize 
"what to look for" help participants more 
accurately Identify potential dehydration 
resulting from diarrhea. 

In this session participants Identify the visual 
signs and symptoms of dehydration resulting from 
diarrhea. Using the WHO Diarrhea Treatment Chart, 
they assess the signs of dehydration presented In 
case studies and determine' the appropriate 
treatment plan to follow for severity and degree 
of dehydration. They close the session with a 
review of what they have learned and an optional 
discussion how to adapt the treatment chart for 
use In the v(l I age. 



OBJECTIVES • To Identify physical signs of dehydration. 
(Steps 1, 2) 

• To use the WHO Diarrhea Treatment Chart to 
assess patients for signs of dehydration and to 
determine appropriate treatment plans. 
(Steps 4-6) 

RESOURCES Handouts: 

- 39A Introduction to Treatment of Diarrhea 

- 39B Assessing Children with Diarrhea 

- 39C WHO Diarrhea Treatnent Chart 

- 39D Diarrhea and Dehydration Case 

Assessments 

Trainer Attachments: 

- 39A Pictures of Children with Some Signs 

of Dehydretlon (to be developed by 
trainer) 

- 39B Guidelines for Presentation of WHO 

Treatment Chart 

- 39C Case Studies for the Treatment of 

Diarrhea 
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MATERIALS Slide viewing equipment; slides and/or pictures 

of children with physical signs of dehydration; 
poster-size version of WHO Diarrhea Treatment 
Chart; newsprint and markers; plastic bag, 
water and gourd baby. 



PROCEDURE 



Trainer Note 

Prior to this session, the trainer should obtain photos or slides 
of children who exhibit some of the following signs of 
dehydration: 

dry cracked I Ips 
si Ightiy sunken eyes 

Inelastic skin (pinched skin does not respond after two 

seconds) 

weight loss 

sunken fontenei ie 

sad listless appearance 

Also obtain a copy of the WHO poster-size Diarrhea Treatment Chart 
(available 'ro« either the WHO country" coordinator or local UNICEF 
representative). 

One or two days before this session, ask a participant with sone 
health background, to prepare the presentation for Step 3, The 
Information they should Include In their presentation Is found In 
Handouts 39 A-C. Suggested guidelines for this presentation are 
found In Trainer Attachment 39B. Go over these guide 1 1 nes and 
handouts with the participant prior to this session. 

Please note that Handouts 39 A-D are from the WHO COD Supervisory 
Skills Module entitled "Treatment ot Diarrhea". Since this aodule 
Is Included In the Trainees resource packet, reproduction of the 
handouts lsn*t necessary. 

If more Information on diarrheal diseases Is needed, please refer 
to the Peace Corps training manuals on Oral Rehyriratlon ThBrapy 
and Combatting Childhood Communlciihift nisflnco^ 



Step 1 Dehydration Picture Gallery 

(20 nln) 

Post the pictures or show the slides of children 
who exhibit some of the signs of dehydration. Ask 
the participants to examine the pictures/sl Ides 
and to Individually record the physical synptcoaK 
they observe. In addition, have participants Jot 
down In descriptive terms how each of the children 
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appears to feel (e.g., lethargic, Inactive), 
Instruct participants not to talk with each other 
while they are making their notes. 



Step 2 Discussion of Observations In Pictures 

(20 min) 

Hold up or show the pictures/slides of dehydrated 
children one at a time and ask the participants to 
share their recorded observations. Write their 
response on newsprint and post the appropriate 
picture next to It. 

Summarize the signs observed and discuss the 
limitations of iijoUng alone. Note the signs that 
require asklnfl and feel tng . 



TRAINER NOTE 



cttiArL *'sns as stated In Handout 39B (Assessing 

Sir?) w«rI ^o!"''!:''fi 39C (WHO Diarrhea Treatment 

+h! I t^^^^^^t ^"''^ +° mnUon and record them after 

been Soted^ participants observations have 

l?f?ion^ '^^t . observations may relate more to malnu- 

IV.V I' vitamin deficiencies and/or certain Infectious diseases 
than to dehydration Khtte the children In the photos may Indeed 
J^n+r^il^'"'"^ ^^^^^ conditions, the purposS here Is to con- 

centrate on and discuss only the symptoms of dehydration. Module 5 
f. J[\ sessions In this module contain specific sessions 

which discuss these other interrelated conditions In detail 



Step 3 Introducing the WHO Chart 

(20 mIn) 



J? 4. °. °^ '^'"56 WHO Diarrhea Treatment 

Chart In front of the room along with the defi- 
nitions of diarrhea and dehydration that are found 
In the Trainer Note below. After the group has 
had a chance to look over the chart and 
definitions, ask the pre-selected participant to 
present and explain how to use the chart as an 
assessment tool. Al low time for any questions or 
concerns the group may have Ldfore moving on to 
the next step. 
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Trainer Note 

Simply defined: 

Diarrhea Is a disease characterized by frequent passage of 
abnormally loose or watery stools. 

Dehydration Is loss of a large amount of water and salt from the 
body. 

Acute Diarrhea Is characterized by three or more abnormally loose 
or watery stools per day for three weeks or less and Is caused by 
an Infection of the bowel. 

Chronic Diarrhea Is characterized by diarrhea lasting more than 
three weeks and Is caused by an Infection of the bowel, under- 
nutrition or by worms and other parasites. 

As mentioned earlier, the trainer should help the presenter 
prepare his or her explanations of the WHO Chart. Use the 
guidelines offered In ralner Attachment 39B as a basis for 
developing a cc^iplete presentation. 



Step 4 Practice Assessnent of Diarrhea and Dehydration 

(20 mtn) 

After the Introduction of the chart, distribute 
Handout 39C (WHO Diarrhea Treatment Chart) and 
Handout 39D (Diarrhea and Dehydration Case 
Assessments). Have the participants form sma 1 1 
groups to work through the exercises and write 
their answers on a sheet of paper. Suggest that 
they review the pictures of children with signs of 
dehydration to help them complete the assessment 
exercises more easily. 

Tell them to only answer the questions pertaining 
to the assessment of the cases and to hold their 
answer for treatment until later. 



Trainer Note 



If participants have a copy of the WHO Supervisory Skills Treatment 
of DlarrheB p tell them to look at the WHO chart on pages 12 and 13 
and do the exercises on pages 28-31. 
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Step 5 
(20 rain) 



Compart son and Discussion of Assessnents 



Reconvene the group. Assign each group the task 
of reporting and discussing the answers for one 
case study* The reports should Include exp I ag- 
nations of the assessment process. Depending on 
the number of smal I groups and number of 
exercises, some groups may have to report on mere 
than one case. Allow time for questions and 
discuss any differences of opinion or conflicting 
answers. Also discuss any difficulties encoun- 
tered In using the WHO chart, and encourage 
participants to help each other solve these 
problems. 



Using Trainer Attachment 39C (Case Studies for the 
Treatment of Diarrhea) describe to the group two 
sample cases of dehydration. Tell participants to 
review their WHO Treatment Charts and describe the 
kind of treatment required In each case. Have the 
group Identify specifically what the health worker- 
should do and what the health worker should te 1 1 
the mother to do In each of the cases. 



For the case using Treatment Plan A, the following rules for home 
treatment should be stressed: 

- Increase fluids 

- Continue feeding (food should be offered 5-7 times a day), 

- JLfi&ii for signs of dehydration. 

-Give the sugar-salt or ORS solution ( If available) every 
time the child has a loose stool and If the child vomits 
wait 10 minutes and then continue to give solution In small 
amounts. 

-The mother should go to a cl Inlc If diarrhea persists for 
longer than 2 days or at the first signs of dehydration. 

Emphasize that Treatment Plan A Is extremely Important and that If 
begun at the first sign of diarrhea and mixed correctly this 
treatment may prevent dehydration. 



Step 6 
(20 min) 



Trestnent of Diarrhea and Dehydration 



TRAINER KOTE 



Continued 
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The main points to underscore In Treatment Plan B are: 

- The amount to give depends on the child's weight or age. 

- The child's status should be reassesed after 4-6 hours of 
treatment. 

- This plan should be followed If the child shows two or more 
signs of dehydration. 

In both cases the participants should understand that the solutions 
should not be kept more that 12 hours. Also, that their role for 
the most part will be In explaining to mothers how to make and when 
to give sugar-salt solution and when children should be referred to 
health centers for treatment with ORS packets. 



Step 7 Case Studies 

(30 mln) 



Ask the participants to go back to the case 
studies from Step 4 and Individual I y answer the 
questions which refer to treatment using the WHO 
Treatment charts and what they've learned from the 
previous step. 

Give them 15 minutes then ask for volunteers to 
read their answers. Discuss any differences or 
difficulties the group encountered In using the 
chart. 



Step 8 Review of the Session 

no aln) 

Ask a participant to summarize the main points 
they learned In this session. 



Trainer Note 

This susaary should Include the main things to "look for" In 
assessing dehydration and when io refer children to health centers. 

If possible, the participants should visit a health center where 
they can observe children who are being treated for diarrhea and 
■lid dehydration. it Is Important to emphasize that they need 
practice assessing dehydration In children, under the supervision 
of a health worker experienced In this skill, before they can say 
.they can assess dehydration. 
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Optional Charts as Teecblng Tools for Vlllafle Application 

Step 8 

(20 mln) As a final application of the material fron this 
session, have participants evaluate the advantages 
and disadvantages of the WHO Treatment Chart as a 
teaching tool for comnunlty health workers. 

The discussion should Include some of the 
following questions: 

Is this chart easy to understand and 
follow? 

What If any modifications are needed for 
use In training I Iterate community health 
workers? 

How can the chart be adap d to make It 
more appropriate for training non- 1 Iterate 
community health workers? 



Trainer Note 

Session 24 (Adapting and Pretesting Health Education Materials) has 
Information on adapting maferlals for use with different target 
groups. 
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INTROOOCTION TO TREATMENT OF DIARRtffiA 



WHAT IS DIARRHOEA? 



The number of stools normally passed In a day varies with the diet and 
the person. In diarrhoea ^ stools contain more water than normal — they 
are often called loose or watery stools. 

Mothers usually know when their children have diarrhoea. When 
diarrhoea occurs they may say that the stools smell strongly or pass 
noisily, as well as being loose and watery. By talking to mothers you 
can often find a useful local definition of diarrhoea. In many 
societies, diarrhoea is 3 or wore loose or watery stools in a day. 

Diarrhoea is most common in children, especially those between 6 
months and 2 years of age. It is also common in babies under 6 months 
who are drinking cow's milk or infant feeding formulas. 

Frequent passing of normal stools is not diarrhoea. 

Babies who are breastfed often have stools that are softer than 
normal; this is not diarrhoea. 



ACUTE AND CHRONIC DIARRHOEA 



Acute diarrhoea starts suddenly and may continue for several davs . It 
Is caused by infection of the bowel. 

Chronic diarrhoea may vary from day to day and lasts for more than 3 
weeks. It can be caused by things such as undernutrition, infection, 
worms or other parasites in the gut. 



WHY IS DIARRHOEA DANGEROUS? 

The two main dangers of diarrhoea are death and undernutrition . 

Death from acute diarrhoea is usually caused by loss of a large amount 
of water and salt from the body. This loss is called dehydration . 
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Diarrhoea Is worse and more conunon in persons with undernutrition 
Diarrhoea can cause undernutrition and can make it worse^cause" ' 

(a) nutrients are lost from the body in diarrhoea, 

(b) a person with diarrhoea may not be hungry, and 

S^e^dLrf^^" '^''^ ' bad habit of not feeding children while they 
have diarrhoea, or even for some days after the diarrhoea is 
better* 

Pood should be given to children with diarrhoea as soon as they will 



HOW DOES DIARRHOEA CAUSE DEHYDRATION? 



The body normally takes in the water and salts it needs (input) 
through stool, urine, and sweat. \ y»^\^»\ i 

When the bowel is healthy , water and salts pass from the bowel 
the blood. When there is diarrhoea, the boSel does nS w^rioJmSlv 
and less water and salts pass into the blood. Thus^^rrSaHhe ^ 
normal amount of water and salts are passed in the stool. 

Z^l i^l^^l*^^^'' "^^^'^ f""* the body results 

In dehydration , it occurs when the output of water and salts IT 
greater than the inEut. The more dii^lfea stools a^tJenf passes 
the more water and salts he loses. Dehydration can also c^sed iv 
a lot of vomiting, which often accompanies diarrhoea. ^ 

Dehydration occurs faster in infants and young children, in hot 
climates, and when there is fever. 



TREATING DIARRHOEA 

The most important parts of treatment of diarrhoea are feo (1) prevent 



Treat at home 
with flnida. 




Diarrhoea 
starts. 





Child improves. 



Child gets worse. 
Dehydration. 





Health worker 
treats with 
pRS solution, 
(or I.V. if 

necessary) 
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Prevention of Dehydration : Dehydration can usually be prevented In 
the home by drinking note fluids as soon as the diarrhoea starts. To 
do thlSf give locally available fluids, such as rice water, fruit 
juice, weak tea, or special homemade sugar and salt solutions and/or 
Increase breastfeeding. The types of fluid or solutions used in your 
area for preventing dehydration in the home will depend on: 

• local traditions, 

• availability of salt and sugar, 

• access of people to health services, 

e availability of oral rehydration salts (ORS) , 

• national policy. 

Treatment of Dehydration ; If dehydration occurs, the child should be 
brought to a community health worker or health centre for treatment. 
The best treatment for dehydration once it has occurred is oral 
rehydration therapy using a solution made with oral rehydration salts 
(ORS). This treatment will be described in this module. Although this 
module talks mostly about treating children with diarrhoea, the same 
treatment is also good for adults with diarrhoea. For treating 
dehydration, ORS should always be used if possible. 

Throughout this module you will have to consider the recommendations 
that are made and apply them to the conditions in your own health area. 



LEARNING OBJECTIVE 



The tasks necessary to treat diarrhoea are shown in the following 
chart. The Information, examples, and practice exercises in this 
module should prepare you to do these tasks in your own health area. 

-Pevfom -the following step regularly^ whenever you have the opportunity: 



Educite family members 

about home treatment 

of diarrhoea. , ^ 

1.0 



Perform the following steps whenever a child is brought for treatment 
of diarrhoea: 



Assess child 
with diarrhoea. 

2.0 



i 



Treat child 
with diarrhoea. 

3.0 



Record data 
on child. 

4.0 



• Aaseee degree of 
dehydration. 

Look for signs or 
syrnptoms indicating 
another serious 
problem. 



• Select treatment plan 
and treat for dehydration. 

Treat for any other serious 
problems. 
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family members that diarrhoea can Ld shouW S ireated at hom. 

Family members may learn from many sources, such as radio 
broadcasts, schools, posters, community meetings, or visits to . 
health centre or community health worker. Yo^wln nied to meet 
with community leaders and community members to identify llJlr J 
sources which together will reach all the famUies K^JfJ 

fZti. ''''V^ ^Sf cooperation from communTti ^ m^^rs each 
family can learn about treatment of diarrhoea in thTjSie! 

Community health workers and workers at health f^nin*.*^ u ,^ 
e^laln the 3 rules of hon,e treatment V^^ttL ^^a othe, 
family oeiibers whenever they have the opportunltv /f^, , 

and reme^r. R,r example, how much tMd Se JSld shoSX 

i^^v. raoiuSirto'L^3nf-— 

For those things that are explained but not practiced (for 
example, actually feeding the child), the health workJ «Lm^ 

p ^exf rp~^^^^^^ T^/^- 

"HOW to Treat Diarrhoea at Home- (the small card for Others) 
^Jf J" ^"^^^'^^''t Plan A on the DIARRHOEA TREAIMEHT JhS^ ^ 
Hill ^^S.^^-^i-" Should keep for referenceTwh^^; a 
child gets diarrhoea, the mother (or other famllv m^^hlr t . 
caring for the child) shcJ&ld follow these rules' 
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3 RULES FOR HOME TREATMENT OF DIARRHOEA 

1. Give the child more 
fluids than usual. 



• If the child is 
breastfed, try to 
give breast milk 
more often. If 
the child is not 
breastfed, in- 
crease the amount 
of norinal milk 
feed but dilute 
the feed with an 
equal volume of 
water. 

• Give the child: 




- locally available drinks or liquids, such as rice 
water, soups, weak tea, or fruit juices, and/or 

- carefully prepared sugar and salt solutions. These 
solutions can be made in several ways (see Annex 1) . 

Children under 2 years old should receive approximately 
50-100 ml (1/4 - 1/2 cup) of fluid after each loose 
stool, and older children should receive twice this 
amount. Adults should take as much as they want to 
drink. 

2. Continue feeding the child . 

Starving a child who has diarrhoea can cause undernutrition 
or make it worse. 

All children 4 months old or older who have been weaned 
should be offered solid food during diarrhoea. The best 
foods to give are those which a re easily dig p^t-^H (such as 
.boiled rice, porridges, soups, milk products, eggs, fish, 
and well-cooked meat) and those containing potassium (such 
as pineapple, bananas, and coconut water). Some fat or oil 
may also be given. 

Even though absorption of nutrients from food is lessened 
during diarrhoea, most of the nutrients will be absorbed. 
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should be offered often (5-7 times a day) during dlarrhopT 

^iirL'SLt''" -ch ^t LcJ" ^r^The 

after the diarrhoea has stopped. 
3» Watch for signs of dehydration . 

?Mr!!i°? °^ ""^J ^^^"^ dehydration begins on page 8 of 
hlf^? \ ? ''"^"^^P" «i9n of dehydration, or 

ihnH^J'*'?^ 2 days, the n>other should iake 

the child to the health centre or community health worker 



Home Treatment of Diarrhoea 

1. ZNCSEASE fluids 

2. CONTINUE food 

3. WATCH for signs of dehydration 



WHO Supervisory Skills, "Treatment of Diarrhoea") 
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ASSESSiNS CHILDREN kflTH DIARRHEA 



Since the most dangerous effect of diarrhoea is dehydration, the 
first step in treatment of diarrhoea should be to assess the 
patient for signs of dehydration. The procedure outlined in this 
step should be followed when a health worker sees a child wSose 
mother has stated that diarrhoea is the reason, or one of the 
reasons, for the child's visit. (Health workers sh^d be 
familiar with all locally used words for diarrhoea or to identify 
various signs of diarrhoea.) These same procedures should be 
followed again when the health worker reassesses the patient 
after some treatment has been administered. 

NOTE: Mothers will probably expect you to give a treatment that 
will stoE the child's diarrhoea. It may be necessary to explain 
that oral rehydration treatment is meant to stop or prevent 
dehydration, and explain why this is more important than stopping 
the diarrhoea. 



ASK, LOOK, AND FEEL FOR SIGNS OF DIARRHOEA OR OTHER SERIOUS PROBLEMS. 



The signs a health worker should ask, look, and feel for are 
listed below and on the next page, and in the table "How to 
Assess Your Patient" on page 13. Fold out this table now. Read 
the following list to become familiar with the questions a health 
worker should ask, the conditions he should feel for, and the 
things he should look for. As you are reading this saterial, 
also refer to the fold-^ut table to learn how to interpret each 
sign. 

The health tforker should: 
ASK the following questions* 

• How many liquid stools per day has the child had? 

For how long has the child had diarrhoea? is there blood 
(more than 1 or 2 streaks) and mucus in the stool? 

• Has there been any vomiting? 
If so, 

- Has there been more than a small amount? 

- How frequently has the child vomited? 

• Is the child i ^ > to drink? 

If so, is he ^.Jirstier than normal? 

• Has the child passed urine in the last 6 hours? 
If so, 

- Is it a normal eunount or a small £unount? 

- Is it darker than normal? 
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M»K for the following conditions: 

• What is the child's general condition? 

- Is he well and alert? 

- Is he unwell, sleepy, or irritable? 

- Is he very sleepy, floppy, or unconscious? 

- Is he having fits? 

- Is he severely undernourished? Note: A health worker 
may be able to tell by observation whether a child has 
severe undernutrition. If he cannot tell by observation, 
he can determine whether a child between 1 and 5 years 
old is undernourished by measuring the upper arm. if the 
distance around the arm is less than 12.5 cm, the child 
is severely undernourished. One way to measure the arm 
is with a tri-coloured arm strip (see Annex 2) . if the 
red part of the strip is touched, the child is severely 
undernourished. 

• Does the child have tears when he cries? 

• Are his eyes normal, sunken, or very dry and sunken? 
o Is his mouth wet, dry, or very dry? 

• Is his breathing normal, faster than normal, or very fast 
and deep? 

FEEL for the following: 

• When the skin is pinched, does it go back quickly, slowly, 
or very slowly (longer than 2 seconds)? in a baby, the 
health worker should pinch the belly; he may also pinch the 
back of the neck, or back of the hand. Note: Pinching the 
skin may give misleading information in severely 
undernourished or obese patients, in the severely 
undernourished patient, the skin may go back slowly even if 
the patient is not dehydrated. In the obese patient, the 
skin may go back quickly even if the patient is dehydrated. 

• Can the pulse be felt? 

If so, is it normal, faster than normal, very fast, or weak? 

e Is the fontanelle (the soft spot on top of the head) 
normal, sunken, or v^iy sunken? 

Note: This ia helpful sign only in children whose 
fcr.tsnslie is not yet closed (usually children under 12 
months old) . 

the child, if a weighing machine is available. 

The reasons for weighing the child are: (1) if the child has 
been weighed routinely, you can notice sudden weight losses 
during a diarrhoeal illness which can indicate the presence 
and extent of dehydration, and (2) weighing the child at 
intervals during therapy is helpful in assessing the progress 
of rehydration. 
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* ^f.f/^^^^^"^ machine ia available, carefully weiqh t-h. 

more than 100 gta«. for each kilogJam "^^ 

This may be difficult to deteralne without a very accurate 
weighing machine. For thl8 reason. It is bes^M reJv » 

* "eat^ei?""' " "°' ^""'We, donot delay 
!IARB TEMPBBATDRB: 

* SoJ" ''r! ' !:^^^ '''''' ^-^^ than 38.50C or 
101 P)? Note: Take the child's temperature either In 

takei'Jf "'"P'*^- ^'"^'^^ temperature sSouJd Ce 

taken if the health worker is used to that procedure 

has several rectal thermometers or is able to d?«?n^ 2 
thermometer after each use. OthLwise? the L^llary 
(armpit) temperature should be taken. miliary 

DETERMINE APPROPRIATE TREATMENT. 

• Locate on the table -How to Assess Your PaHoni.- ..v 
which describe the child's condition? '""^ 

• Determine if any of the signs in Column D are present if 

S^.S"^ ^" problems which require treatment il 

treatment which may be needed for ~ 

thTpiSbr -rs' ^"^^^^^^^^^^^^ '^slTJy^'-trllt 

this problem with antimicrobials. 
Determine the degree of dehydration. 

- Look at Column C. if 2 or more of , • 
^^.esent. conoludrjLt^ -^^^^^^^^^^ 

are present, conclude that the Pa?J:n"bTs^e1^,2Sn. 

- If 2 or more signs from Column B are not Dre.?pn»- o«„ i ^ 
that the patient has no signs of ^^h^ ^ff!^^"*^- 
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• Select the appropriate treatment f ^an based on the degree of 
dehydration. These treatment plans are described on the 
DIARRHOEA TREATMENT CHART, which you will be given. 

Por no signs of dehydration i select Treatment Plan A - To 
Prevent Dehydration. 

^ot some dehydration , select Treatment Plan B - To Treat 
Dehydration with ORS Solution. 

For severe dehydration , select Treatment Plan C - To Treat 
Severe Dehydration Quickly. 

EXAMPLE A mother brought her 3-year-old daughter, Rania, 
into a clinic because she had diarrhoea. The clinic worker 
asked, looked and felt for signs of dehydration. Here is 
the table "How to Assess Your Patient" with his findings circled: 



I. m UOVtl DUIUMA 
TCHItlK 

ntuT 
mm 



JJ|MO«jmtOUl 



Cnatar ikii mchI 
A M.II MMal. 4ark 



Mac* tkaa 10 II^M ale.la 



VaiT Cr.tM.1 

taaMa I. 4clA 

■* .clM f.r ( tMca • 



iMgtr tlx. ) Mcki 4at<tlM (clirMic 
4laccta.a) 



>. LOOK ATI OOMITIOi 
Tuts 

rra 

Nam «w 

vmxfi 

urtniBC 



Mil. (Ian 



JrrltaHa ^ 




failtr Ikaa Mraal 



tXvftl .r katliit Ilia 
AW.U 

*.IT laal aM <«f 



t.MC< ••Jtn.lrlilM 



3. rmi 



^»l.<t iota »«tt t»»tU>^ 



A flMk |Ma Wck 
alMlj 

failtr INt* wraai 



Kn*mu 

(U U(a«la> 



alnlj 

V.iT faila waka .r jm 
caiMl f.tl II 

Vacj awU. 



4. tux xcatuxmx 



■Uk ftiir - J*.}^ (.r lom) M~~) 
irrattf y 



S. WlOi IT tOUIIU 



** Mttkt laaa 4.rli« 
4larrbo«a 



Uia .f J»-ICO icaaa 
far «a<k kll.|na .f 
.•Itkt 



Uaa .f MC tka. 100 
(MM f.r aack kiln", 
(f wtgkt 



4. KCM 



Tk« pallaal kaa M 
alia. .1 <ak)r<callM 



If Ik. MtUat kaa 
> .c MC. af tkaa* 
•liaaa kt kaa aM« 
^k,<callM 



Ca. Mta ( 



l( tk. Htltat kaa 7 ar 
Mr. .r tktat 4ai««r 
al|.aa kt kaa atnr. 
<tk74railM 



la. flat C 



If tka ratitat Ua ckCMlc ^iactkota, 
.WaCMttltl.a, .r kl|k l«»«r, ttaat 

ac talac t. |,r 

tr.atwatt 

If tkart la klaW ar ncaa la tkt 
atMi ut kl(k fanra ava,MI 4]>at.l.iT 
tt* traai viik a.|ltlcr.klaU. 



Because Rania had blood and mucus in her stool and a high fever 
(Column D), the clinic worker suspected dysentery and prescribed 
Ampicillin. Since Rania had no signs from Coluian C and only 
1 sign from Column B, the clinic worker determined that she had 
no signs of dehydration. He thus used Treatment Plan A to 
prevent Rania from becoming dehydrated. 

(Frora: WHO Supervisory Skills, "Treatment of Diarrhoea") 
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WHO DIARRHEA TREATMEHT CHART 



HOW TO ASSESS YOUR PATIENT 

ABC D 



1 AaOUT* DIAfinHOEA 
VOMITING 

THIRST 

URINE 


%twn inin 4 ihiiiiq ■ioim pvr aiy 
Nona or a (fliall tmoont 

Normil 

Normil 


4 10 lu iiQulo tiooit par oay 
Soma 

Qrottarthinnornut 
A (man amounL duk 


Mora man iu liQUid alools par day 
Vary IraquanI 

Unabla to drink 

No urina lor 0 hours 


Longer than 3 weak* duration 
(chronic diarrhoaa) 

Blood or mucus In tha stool 


& LOOK AT: CONDITION 
TEARS 

EVES 

MOUTH «nd 
TONGUE 

BREATHINO 


Win,*l«t 
PrtMnt 

Normil 

W«t 


Unwad, tl««py or Irrltabia 
Abaant 

Sunkan 

Dry 


Vaiy tieapy, unconaeloui. 

iwppf wf nmn^ in* 

Abiant 

Vary dry and aunkan 
Vary dry 


Sovaro undernutrition 


3. feel: SKIN 
PULSE 

FONTANEUE 
(In Inltnti) 


A pinch S9«* txck qulekly 
Mormtl 

(less than 120) 
Norattl 


A pinch gOM back ilowly 
Sunkan 


A pinch goa* back vary akmly 

Vary (aaL waak. or you cannot 
iaalH 

^a??Sffnk»A°) 




4. TAKE TEMPERATURE 








High levef-3a.5'C (or 101*F)or 
graatar 


S. WEIGH IF POSSIBLE 


No wtlght lots during dltrrhoo* 


Low ol 2i-100 grama 

lor aaeh MIogrrn ol walght 


Loas oi mora than no grams 
lor aach kilogram oi walght 




e. DECIDE 


Tin puiMt ha M ilgns ol 
iMVdrallofi 

UmPImA 


It tha patient has 2 or mora 
ot IhvM algn*, ha ha* aoma 
dthydratlMi 

Uia Plans 


It lha patlant hu 2 or mora 
o' IhMa dtngsr algns, ha haa 
aa«ara dahydrallon 

UM Plane 


It Ihe patlml hu chronic diarrhoea, 
•evera undemuliltlen, or high lever, 

treat or reler to lor treatmeoL 

II thera la blood or mucus In tha stool 
and high lever, luspact dysentery and 
treat with antimicrobial*. 
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TREATMENT PLAN A 
TO PREVENT DEHYDRATION 

1. GIVE YOUR CHILD MORE FLUIDS THAN USUAL, such as: 

• ric8 water, fruit Juice, weak tea, or saK and sugar solution and 

• breast milk, or milk feeds mixed with equal amc-jnts of water 

2. GIVE YOUR CHILD FOOD: 

• as much n he wants 

• 5 to 7 tir.ies a day 

• which is easy to digest 

• which contains potassium 

3. WATCH FOR SIGNS OF DEHYDRATION. (You must show the mother 
how to ASK. LOOK AND FEEL for the signs. Then ask her to show you.) 
BRING YOUR CHILD BACK, IF: 

• you see any signs 

• your child has diarrhoea for another two days 

TELL THE MOTHER THESE RULES ARE IMPORTANT. 
EXPLAIN THAT SHE CAN PREVENT DIARRHOEA, IF: 

• ^'JJgO'™' '•■^^ clean and well-cooked food and clean drinking 

• she practices good hygiene 

SHOW THE MOTHER HOW TO PREPARE AND GIVE ORS 
SOLUTION AT HOME, IF: 

• her child has been on Plan 8 

• it Is national policy to give ORS solution to all children who visit a health 
centre for diarrhoea treatment 

• the mother cannot come back if the diarrhoea gets worse 

GIVE THE MOTHER ENOUGH ORS PACKETS FOR 2 DAYS 

AFTER EACH LOOSE STOOL. TELL HER TO GIVE: 

• 50-100 ml (%-V4 cup) of ORS solution for a child less than 2 years old 

• 100-200 ml for older children. Adults can take as much as they want 

if the child vomits, tell her to wait 10 minutes and then continue slowly oivino 
small amounts. * 



NOTE: Children being given ORS solution should not also receive salt and suaar 
solution. * 
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TREATMENT PLAN B 

TO TREAT DEHYDRATION 
WITH ORS SOLUTION 

1. USE THIS TABLE TO SEE HOW MUCH ORS SOLUTION IS 
SUITABLE FOR 4-6 HOURS TREATMENT; 



Patient's weight 
In kilo- ams 


3 5 7 9 n 13 15 20 30 «) so 

'I'll ill 1 1 1 J- 


Patient's age * 


2 4 e e 101218 2 3 4 8 B IS ■dull 

E monlht > < ye»n ^ 


Give this in ml: 


20CW00 


*OO-60O 




800-1000 


1000-2000 


:«XXM0OO 


solution !?cal 
houn . measure: 















* Use the patient's age oniy when you do not know the weight 

If the patient wants more ORS solution, give more. If the eyelids l>ecome puffy, stop 
and give other fluids. Use ORS solution again when the puffiness Is gone. 

If the child vomits. waK 10 minutes and then continueslowly giving small amounts of 
ORS solution. 

2. IF THE MOTHER CAN REMAIN AT THE HEALTH CENTRE 

• tell her how much ORS solution to give her child 

• show her how to give It 

• watch >ier give It 

3. AFTER 4-6 HOURS REASSESS THE CHILD. THEN CHOOSE 
THE SUITABLE TREATMENT PUN. 

NOTE: F0RCH1LDRENUNDER12M0NTHSC0NTINUINGTREATMENTPLAN 
B AITER 4-6 HOURS. TEU. THE MOTHER TO GIVE: 

• breast milk feeds between drinks of the ORS solution, or 

• 1 00-200 mis of dean water before continuing ORS if she does not breast 

feed her child 

4. IF THE MOTHER MUST LEAVE ANY TIME BEFORE 
COMPLETING TREATMENT PLAN B. TELL HER: 

• to finish the 4-6 hour treatment as In 1. above 

• to give the child as much ORS solution as ho wants after the treatment 

• to look for the signs of dehydratton and, if the child has any, to return the 
next morning 

Give her enough ORS packets for 2 days and show her how to prepare ORS solutton. 
Explain briefly how to prevent diarrhoea. 
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TREATMENT PLAN C 

TO TREAT SEVERE 
DEHYDRATION QUICKLY 



Follow the arrows. If the answer to the questions is Ves'. go across, if it is 
'no', go down. 

START HERE 



Can you give 
intravenous (IV) 
fluids? 



NO 



YES 




Can the child 
drink? 



NO 



YES 



1. Start treatment 
with ORS solution, 
as in Treatment 
Plane. 

2. Send the child 
(or IV treatment 



Are you trained 
to use a naso- 
gastric tube (or 
rehydration? 



NO 



YES 



1. Start rehydration 
using the tube. 

2. If IV treatment is 
available ns2ii>y, 
send the child (or 
immediate IV 
treatment 



URGENT: Send 
the child for 
IV treatment 



NOTE: II there is a high (ever, show the mother how to cool thochildwith awet cloth 
and (annlng. 



(From: WHO Supervisory Skills, "Treataent of Diarrhoea") 
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DIARRHEA AfO DEHYDRATION CASE ASSESSMENTS 



exercise you will read descriptions of 3 different children 
S ^^^'^ «««««« the degree of 

Refer to the DIARRHOEA TREATMENT CHART as you work. You ^hn»lA 

re'f^rr'ino'l"?.' '""'^ you'wiirS'coSortab e 

referring to it when you treat patients who come to you. 

CASEl 



Sione is 5 months old. His loother is breastfeeding him. His 
diarrhoea started last night and he has had 8 stoSL wh ch iere 
very watery. He also vomited. The health worker iLkc for mLh 
and mucus in the stool but cannot see any. 

As the health worker examines Oione, she finds that the skin 
pinch goes back slowly, the fontanelle is a little sunken and 
the eyes are a little sunken. Sione does not have a f eveJ Int i. 
not vomiting now. His urine amount is normal. 

^* Sem.*'''^ ^^^^ ^^^"^ °^ dehydration? If yes, describe 



b. Is he severely dehydrated? 
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c. Which treatment plan should the health worker select and 
follow? 



d. How much ORS solution should be given to the child in the 
first 4-6 hours? 



e. What should be done if the child vomits? 



f. When should the child be reassessed? 



nhen the health worker reassesses Sione/ she finds that he is 
still having some diarrhoea. His skin pinch goes back quicker 
than before « but his eyes and fontanelle are still a little 
sunken. 

g. Describe the treatment to be given now. 



After another 4 hours» Sione looks much better. Bis eyes have 

filled out, the fontanelle is normal, and the skin pinch goes 
back quickly. 

h. What should be done next? Hhy? 



CASE 2 



Ana is 3 years old and weighs 13 kg. Her diarrhoea started 24 
hours ago and she has jiad 3 liquid stools. Her mother took her 
to the home of the conJaunity health trorker. As the health worker 
assesses the child, he finds that she looks quite well. Her 
mouth is wet, her skin when pinched goes back quickly, her eyes 
look normal, her pulse is normal, and she passes urine normally. 
However, her mother says she wants to drink a lot. 

a. Identify the sign(s) of dehydration which Ana has. 
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b. Vfhat treatment plan should the health worker select and 
follow? 



c. It is the policy of the national diarrhoeal disease control 
programme to give ORS solution to children who visit a health 
worker for treatment of diarrhoea. The health worker gives 
Ana's mother enough ORS packets for 2 days and shows her how 
to mix and give ORS solution. Ana's mother gives Ana about 
200 mis of OBS now. When should the mother give Ana ORS 
solution again, and how -much should she give to her? 



d. What advice should the mother be given about feeding the 

child? (List the liquids and foods available in your area.) 



e. What should the mother do in the future when the child gets 
another episode of diarrhoea? 



CASES 



Dano is 8 months old. He is already weaned. His mother brings 
him to a community health worker because he has had diarrhoea for 
a week and it is now worsen (There have been more than 10 liquid 
stools the day she brings him to the health worker). Dano has 
received no food since the diarrhoea started. He is very quiet 
and floppy. He has passed no urine since last night. When he 
cries there are no tears. The health worker takes the child's 
temperature and finds that it is 40°C. Dano has very dry and 
sunken eyes and a very sunken fontanelle, and a very fast pulse. 
However, he is conscious and opens his eyes to look at the health 
worker. 

a. What signs of dehydration does Dano have? 



b. Is there some dehydration or severe dehydration? 
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Are there any other serious problems? 



The comraunity health worker is not able to provide IV treatment 
so he decides to send Dano with his mother lo the h^urcentre: 

d. What should he do for Dano before the child is sent to i-h^ 
health centre (Dano is able to drink)? 

Dano and his mother arrive at the health centre where iv 
treatment can be administered. This health centre uses Ringer's 
Lactate solution. The nurse weighs Dano and finds he weighs 5 

e. Bow much IV fluid should be given to the child the first hour? 

Two hundred ml of IV fluid are given to the chiia w4i.Ki» ^i. 

i^ir '"^^^^ ac::r"dJ:g t Se'LloS^^y''^ ^ 

procedure of the health centre. The child's progress is 

assessed. The number of stools is decreasing and he has A 



f. 



After 6 hours of therapy, Dane's fontanelle is a little sunken 
His eyes are sunken but not dry, and his pulse L normal He 
longer has a high fever. normal. He no 

g. What treatment plan should be selected and followed? 



(Frora: WHO Supervisory Skills, "Treatment of Diarrhoea") 
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6UIDELI^ES FOR THE PRESEHTATION OF THE WHO DIARRHEA TREATMENT CHART 



Explain the purpose of the Chart. 

1) To show how to assess patients for signs of diarrhea and 
dehydration. 

2) To serve as a reference for medical personnel. 



Identify and demonstrate the signs and symptoms of diarrhea and dehy- 
dration. Including chronic diarrhea and acute dysentery. 

1) Examples of what to Include and ways to do It are found on the 
attached pages and In Handouts 39 A-C, Country or cultural I y 
specific pictures of the signs should be used. 

2) Have participants practice taking a pulse and timing respiration 
rates. Ask them to take their temperature under the axillary arm 
and In the mc«th and compare their readings. (There Is usually 
1® difference). ' 

3) Explain that all children who show signs listed under Column D, 
of the WHO chart, alone or In conjunction with signs from Column 
A, B, or C need to visit a health center for treatment with 
specific drugs as welt as with oral rehydration solution. 

Close the step by mentioning the five steps a person should do In his 
or her continued assessment of the child's condition. 

1) Ask the mother about the child's condition. 

2) Look for signs Indicating the child's condition. 

3) Feel the child for skin elasticity, pulse rate and sunken 
fontenei le. 

4) Weigh the child. 

5) Take the child's temperature. 
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What it dehydration? 





It is the loss of 
too much waterl j{ 



To look at the problem of dehydration, sttrt by 
talking about something familiar to the children. 

For example, in Latin America and parts of 
Africa, people associate diarrhea with sinking 
in of the soft spot (fontanel) on the top of a 
baby's head. People believe the brains have 
slipped down and this has caused the baby's 
diarrhea. Help the children see for themselves 
that the sinking of the soft spot results from the 
loss of water in the baby's body (dehydration). 

To learn about dehydration, the children tan 
conduct their own experiment by making a 'gourd 
baby' like this one: 



I.Cut off the top. 
like this. 




gourd 

3. And cover it with a 
thin wet cloth. 




2. Fill the gourd to the 
brim with 
water. 



Make a 
small 
hole with 
a plug. 



4. Then have the 
children pull the plug 
and watch the cloth 
(soft spot) sink inl 





If you do not have gourds, a plastic bottle or tin 
can will da 

plastic 

tin bottle 
can 




Ask the children: "Why did the cloth sink in? 
What does the baby need to make the soft spot 
rise again?" In this way the children find out for 
thtrnseives that a sunken soft spot in a baby it a 
sr'gn of dehydration. 



The children 
may want to 
make drawings 
or posters like 
this one so that 
other persons 
can learn, too. 



A 3UNKEW SOFT SPOT 




THE SABy NEEDS 
* MORE LIQUID /; 





Learning the different signs of dehydration 

The children have already discovered that a 
sunken soft spot is a sign of dehydration. By 
putting additional holes in the 'gourd bab/, they 
can experiment to learn other signs of dehydration. 



When 1 baby has 
enou;,.. water, he 
pees well. 

urine 



When he has lost a 
lot of liquid, he 
no longer 
passes 
urine 
(although 
the diarrhea 
continues). 



water 
level 



no- 
urlne 




In this way. the children discover that a child 
who passes little or no urine is probably dehydrated. 

By putting a small hole at the corner of each 
eye, the children can notice that tears no longer 
form when a baby is dehydrated. 

When the gourd is full of water, 
it forms tears. 



water- 
level 




Tears form when 
the baby cries. 



When water is lost, tears no longer form. 



No tears now 

when the 
baby cries. 



So the children learn that if a baby does not form 
tears when he cries, ha is probably dehydrated. 




279: 



-308- 



Session 39, Trainer Attachment 39B 
Page 3 of 3 



To find out what happent when • child has 
vomiting at well as diarrhea, the children can do 



the 




In this way, the children find that dahydratlon 
comet more quickly and it more dangerout when a 
child with diarifiea alto has vomiting. 



What happens when a child loses too much 
water? 

The children can experiment to see how 
dangerous dehydration is to a baby. 

For example: They can pick 2 flowers, put one 
in water, and keep the other without water. 
They will see that one lives while the other wilts 
and dies. Ask them why this happens. 



Or the children can pgt a fruit like a plum or 
guava in the hot sun to see what happens to it. 



Fresh x?>^fe. Fruit " 

fruit f after it JS>^ \ shrinks 

of In the C^^^ wrinkles. 



Ask the children what they think happens to a 
baby when he dries out. Rightl He loses weight and 
can even become wrinkled. 

Often you will not see the wrinkles of a 
dehydrated child at once. But children can learn 
to do the following 'belly wrinkle test': 



Lift the skin of the Then let go. If the 

belly between two skin does not spring 

fingers, like this. right back to 




Children can practice this test by pinching the 
skin on the back of an adult's hand. To make it seem 
more real, the children can make a simple doll t>aby 
like this from an oM sock. 





Ask the children. "What does a baby with 
diarrhea need so it will not wilt and die?" 



After the children find out the different signs of 
dehydration from their experiments, they can write 
the list of signs on the blackboard or on a poster. 



SIGNS OF DEHYDRATION 



•SUNKEN EYES; 
NO TEARS 'DRV MOUTH 




• SUDDEN •WHSN PINCHED , SKIN 

WfiieHT LOaS DOES NOT SPRINS MCK 



: Helping Health Workftrs lA^m- Chapter 24, pp. 18-19) 
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CASE STUDIES FOR 1¥E TREATKEKT OF DIARRHEA 



TREATMENT PLAN A 



The three treatment plans are found on the DZARRBOBi^ ''•T^TMBNT 
CB&R!r. Look at that chart now and read "Treatment plan A," 
which describes treatment that should be given when your 
assessment has shown no signs of dehydration. Then do the 
following exercise. 



A mother has brought her ll-month-old chilt" to a Community Health 
Worker because the child has diarrhoea. The mother is breastfeeding 
the child. She says she lives far from the health worker and night 
not be able to come back for several days, even if the child gets 
worse. The health worker asks, looks and feels for signs of 
dehydration and finds that the child has none. He decides to begin 
treatment using Treatment Plan A. The mother mentions that usually 
she gives her children rice water when they get diarrho<>a but heard 
that the Community Health Worker has something better. 



Describe what the health worker would do and what ».8 would tell the 
mother . 
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Answer: 



Your answer should cover these points In- your own words, it mav 
be less detailed than this. ic may 

^^^^^ coaplinent the mother for bringing 
her child before he got very sick. "'*i«y*n9 

He would tell the mother to increase the astount of fluids offered 
to the child. This would include increasing the amount of breast 
milk and giving other locally available fluids, such as rice 
water. He would explain that giving rice water, weak tea, or 
juice is a good practice when chUdren get diarrhoea. 

He would explain that the mother should feed the child often is~i 
times a day) with foods that are easily digested and which 
contain potassium (and would give examples of these foods that 
the mother would know). 

He would explain to the mother how to watch for and recognize 
signs of dehydration and make sure she understands. Note: Some 
health workers tell mothers only the more obvious signs of 
dehydration (so they will not have so much to remember). These 



are: 



• greater than normal thirst, 

• dark urine, 

• unwell, sleepy or irritable condition, 

• sunken eyes, 

• sunken soft spot on the top of the head, 

• a pinch of skin goes back slowly. 

He would tell the mother to come quickly to the health centre or 
to a community health worker if signs of dehydration appear or if 
the diarrhoea lasts another 2 days. 

He would explain to the mother how diarrhoea can be prevented by 
giving the child fresh, clean and well-cooked food and clean 
drinking water, and by practicing good hygiene. 

Because the mother lives far away, the health worker would then 
give her enough ORS to last 2 days. He would show her how to 
prepare ORS solution and make sure she understood. He would tell 
her to give the child 50-100 ml of ORS solution after each loose 
stool, show her how much that is, and have her begin giving ORS 
solution to the child. He would also tell her what to do if the 
child vomits. 
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TREATMENT PLAN B 



Now read -Treatment Plan B,» describing treatment when some 
dehydration is present, on the DIARRHOEA TRBATMEMT CBAST. Then 
do the following exercise. Remember that it is important to give 
ORS solution in small amounts, as with a spoon, and at a steady 
pace. ' 



SHORT- ANSWER EXERCISE 



A child with diarrhoea has some signs of dehydration. The child 
weighs 5 kg and is 8 months old. BOw much ORS solution should be 
given to him during the first 4-6 hours? 



A mother has brought her 2-1/2-year-old daughter to the health 
facility. The child was assessed and found to have sane signs of 
dehydration. While at the facility, the mother gave her 700 ml of 
ORS solution within 4 hours. After A hours, the child was 
reassessed and it was determined that she still had some of the 
signs of dehydration but she was improving. Assuming that the 
mother can stay at the facility, what should be done noxc? 



A one-year-old baby with diarrhoea was brought to the health 
centre by his grandmother. The baby was assessed and found to 
have some signs of dehydration. The grandmother must leave soon 
because her bus will be leaving and her home is too far away for 
her to walk. Hhat should the health worker do? 
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Answer : 



1. 200 to 400 ml of ORS solution should be given in a period of 
4 hours. (When both the weight and the age of the child are 

3. Mix some ORS solution, showing the grandmother how it is 
done. Show the grandmother how to feed the baby the 
solution, slowly with a spoon, and ask her to begin now. 
Sell the grandmother: 

: ^? J " ^ has been given. 

a=ter that, to give as much solution to the baby as he 

- if the baby's eyelids become puffy, stop giving ORS 
solution and give other fluids instead until the eyelids 
return to normal. Then resume ORS solution. 

!?!nroF'^\°^ °**°!!" ^ 3^^^" grandmother. The 

signs of dehydration should be pointed out and explained to 
the grandmother. The grandmother should then repeat them and 
show how she will look for them in the morning, if any of 
the signs of dehydration are still present In the morning, 
centw! '"^"^ ^""^ ^° health 
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TREATMENT PLAN C 



Read "Treatment Plan C," describing treatment for severe 
dehydration, on the TREMIHENT CHART. Also read Annex 

5, "Oral Rehydration Using a Nasogastric Tuber" and Annex 6t 
"Intravenous Therapy for Severe Dehydration." Then do the 
following exercise: 



SHORT- ANSWER EXERCISE 

1. A 9 kg. child who is very drowsy and cannot drink is brought to a 
small health centre. There is no IV equipment at the health 
centre but the health worker knows how to use a nasogastric tube. 
Bow much ORS solution should be given through the nasogast~ic tube 
in the first hour? 



2. A 4-month-old baby weighing 5 kg. has received 350 mis of IV fluid 
in 3 hours and is improving. She can now drink. Complete the 
following sentence to show the correct treatment. 

Give mis of within the next ^hour (s) . 



3. A 3-month-old boy weighing 4 kg. has been treated for severe 

dehydration for 6 hours, first with IV for 3 hours and then with 
ORS solution for 3 hours. The child has just been reassessed. He 
is isiproving but still has some signs of dehydration. Complete 
the following sentence to show the correct treatment. 

Give mis of within the next hour(s). 



Answer ; 

1. 180 ml (20 X 9 « 180) 

(The child weighs 9 kg, and Annex 5 specifies 20 mlAg*) 

2. Give 200 ml (40 ml x 5 kg) of ORS solution within the next 3 
hours. 

3. Give 200 to 400 ml of ORS solution within the next 4-6 
hours (Amount of ORS solution is based on the table in 
Treatment Plan B on the DIARRHOEA TRBATMBNT CHART. 
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TREATMENT OF OTHER SERIOUS PROBLEMS 

Refer to the DIARRHOEA TREATMENT C^RT and Annex 7 o£ this module 
as needed as you do the following exercise* 



SHORT-ANSWER EXERCISE 

A child is brought to you for treatment of diarrhoea. The child is 1 
year old and weighs 10 kg. You assess the child and find that he has 
some dehydration. You also find that he has a fever of 40.5°C and 
blood and mucus in the stool. 

In addition to ORS treatment for his dehydration, what other treatment 
should you give the child? 



Answer t 

You should begin antimicrobial treatment for possible dysentery. 
According to Annex 7, the drug of choice would be either 
Ampicillin or Trimethoprin-Sulfamethoxazole. If you chose 
Ampicillin, the dose would be 1000 mg a day (100 mg x 10 kg} in 
4 doses. That tiould be 250 mg given 4 times a day. The 
treatment would be continued for 5 days. 

You should also try to lower the fever (for example, with a wet 
cloth and fanning). 



(From: WHO Supervisory Skills, "Treatment of Diarrhoea".) 
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REHYDRATION THERAPY 



TOTAL TIJC 
OVERVIEW 



OBJECTIVES 



3 hours 



To effectively treat dehydration requires the 
replenishment of salts, fluids, and nutrients 
to the body. All types of diarrhea require 
some type of rehydration and different methods 
have been used over time to accompi Ish this 
goal. In Session 39 participants learned the 
signs and symptoms of diarrhea and dehydration 
that Indicate the use of Treatment Plans A 
(sugar and salt) to prevent dehydration, B 
(ORS) to treat mild dehydration, and C (IV or 
nasogastric tube) for treatment of severe 
dehydration and rapid rehydration needs. In 
this session they develop a further under- 
standing of the biological need for rehydration 
and the reasons for the effectiveness of ORS. 
Through hands-on experience of solution 
preparation participants explore differences In 
the ORT solutions and clarify the usage of each 
treatment method. 



To explain -why oral 
for the prevention 
dehydration. 
(Step 1) 



rehydration Is necessary 
and/or treatment of 



To explain the components of tvo kinds of oral 
rehydration therapies and the appropriate use 
of each solution. 
(Step 2, 4, 5) 

To accurately mix two kinds of oral rehydration 

solutions. 

(Step 4) 



RESOURCES 



"Oral Rehydration Therapy for Childhood 
Diarrhea", Population Reports. 



• 
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Handout t 

- 40A ORT Preparation Worksheet 

Trainer Attachnentsj 

- 40A Materials and Equipment Needed for T»o 

Oral Rehydration Therapy Stations 

- 40B Explanation and Overvleii of Types of 

Rehydration Solutions 

- 40C Using Models to Demonstrate Diarrheal 

Dehydration 

- 40D Five Steps of Diarrhea and Its 

Managenant 



MATERIALS Read Trainer Attachments 40A and 40C for a list 

of materials and equipment needed for practice 
stations and for presenting the Information In 
Step 1. Newsprint, markers. 

Trainer Note 

In strict adherence to WHO guidelines. Peace Corps advocates the 

^?ut?^nc^ ^P^? solutions-prepackaged and sugar-salt 

solut ons~ln Peace Corps projects and In this training Srograi. 

Treatment Plans A and B outi Ine the appropriate and 
mT <^t .tit "?^"+'°"" O'^T- Before this sessloj, 

InS rehydration solutions the government 

SI Lo?^"''^" are using. In some areas more than Ine agency 
^U.Im the use of ORT with different recipes! Be 

?oSg II tlrui: ''^^^ ^'^^^^^"^^^ ''^'^ ''o^-''^' 

^der» ^^pt ''^^^''''^J/ ^'"•'•^"^•y being conducted on "rice 

f^f? . ^'*^^P«'d®r substitutes rice powder (le., ground 

, glucose, an essential component of the standard OR 

^"'witer WlTJTi'Z r.^'S"!' "^^ ^^"^"^^^ ^'^^ rice wate^ 
Rice water Is the fluid drained from the rice after cooking. Since 

K 5 L.. ^^^^ 's considered unsuitable for active 

affi^IIf 'I, 'J ^ rehydration solution?? Pofslue 

SSrJl ?JL.'"f disadvantages of rice-powder ORS are being studied 
but no conclusion can be drawn until further research Is dane. 

^^Tl^"^ ^ «nphaslze rice powder ORS In countries where a 
anJ ilti?'^^?. »"^s on this subject have been developed 

^?,, ^ratlQnan7^fl by the MOH. Only In countries where def nite 

^olrJll ^'^'f^ "'^^ P***'^'' ^ Incorporated as an OR? 

approach. In such cases, the trainer has the responslbll Itv of 

JS^'^i??.. S V^Vif ' guidelines and explaining tiiS ?o 
the participants through discussion and a handout. » 

Continued 
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• 



The nain purpose of ihls session Is to provide the participants 
with hands-on practice In correctly preparing tho prepackaged and 
sugar-salt solutions. To ensure that all participants gain 
practice In nixing and tasting each solution you should. In advance 
of this sessions 



Prepare two vork stations with the naterlals and equipment 
stated In Trainer Attachwent 40A, 

Write and post at each station concise and Informative work 
descriptions (see Trainer Attachssent 403). 
Identify Individuals In the group or training center who 
have had experience using and preparing these therapies to 
act as resource persons during Step 4. 

Pre-weigh and laeasure all locally available utensils and 
Ingredients that will or can be used In preparing the 
solutions. If one liter containers are not commonly 
available, you must adjust the formula In Trainer Attachment 
40B, accordingly. It is Important lhat the Trainees be as 
exact as possible when preparing the solutions. Please 
stress this point. 



Step 1 Rationale for the Use of Oral Rehydration 

(20 Bin) Therapy 

Begin this step by stating that In order to 
understand why oral rehydration therapy Is 
critical In the prevention and treatiaent of 
fflarrhea. It Is Important to understand the 
scientific rationale for Its use (see Trainer Note 
on page 820). 

Using a plastic bag or clay pot, as explained In 
Trainer Attachment 40C (Using Models to 
Demonstrate Diarrhea and Dehydration), explain and 
demonstrate the effects of diarrhea and dehy- 
dration and the five steps of diarrhea and Its 
nanagement (Trainer Attachment 40D). 
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Tralntr Not* 
Include In your rationale the following potntsi 

- When the Intestine Is healthy. It Is able to take food, break 
It down Into the basic molecules that are usable by the 
body's cells and transport these molecules back across the 
one-celled thick lining that separates the Inside of the 
Intestine from the outside. 

- The ultimate source of the liquid that the Intestine uses to 
digest (break down) the food Into molecules that are usable 
by the body»s cells Is the blood stream. 

- From the blood stream the Intestine abstracts the water, 
sodium and potassium (electrolytes) It needs to digest and 
transport the food molecules back Into the body and passes 
the rest of this fluid out In the stool. 

- When a person's Intestine Is Infected by some microbe or 
toxin, this back and forth flow works less effectively and 
excessive amounts of water and electro!ytes (sodium, 
potassium, chloride and bicarbonate) are passed out In the 
stool. 

- Fluid loss of greater than five percent, but less than ten 
percent of body weight generally causes a weak rapid pulse, 
loss of skin elasticity, low blood pressure, severe thirst, 
and other signs noted In Column B of the HHO Olarrnea 
Treatment Chart. 

- Oral rehydration works to replace the blood with electrolytes 
nearly as quickly as they are lost In the stool. This Is due 
In large measure to the special ability of ^^hlSiQsa. to 
Increase the absorption rate of sodium through the Intestinal 
lining. 

Summarize by stating that Oral Rehydration Therapy Is used to: 

- Replace fluids 

- Restore the chemical balance of the body. 



Step 2 Technical Co«parIson of ORS Packets and 

(15 mln) Homemade Solution 

Introduce this step by asking the participants to 
read the posted newsprint with the "WHO/UN I CEF 
Formula" for Oral Rehydration Solution and the one 
showing the formula used for preparing homemade 
sugar-salts solution. Ask the group to discuss 
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the similarities and differences between the two 
formulas and to explain as best they can the role 
of each Ingredient In these formulas. 

Based on their understanding of the previous 
session (Dehydration Assessment) ask them to give 
reasons for the formula they would select for: 

- preventing dehydration 

" treating ml id cases of dehydration 

Close this step by telling them they will be 
spending the rest of the session preparing two 
different OR Therapies; one that should be used at 
the first sign of diarrhea to prevent dehydration 
(sugar-salt solution) and the other (ORS) to treat 
mild dehydration. 



Trainer Kote 

Prepare two sheets of newsprint with the OR formulas that are found 
In Tr*ilner Attachment 40B. 

During the group's discussion of these two formulas make sure that 
the following points are covered: 

- Potassium Is an essential element In the body and Is lost 
during diarrhea. A minimum level of potassium Is needed for 
the body to function. 

- The amount of salt listed Is that amount which Is sufficient 
to replace sodium and water loss. 

- Glucose Is preferred to sucrose (table sugar) because It 
helps the body absorb liquid more quickly. 

~ Sodium bicarbonate helps prevent "acidosis", a condition that 

decreases the dehydrated child's appetite. 
-Mention that as of 1985 the new WHO f ormu I a w 1 1 1 replace 

bicarbonate of soda with trisodlum citrate which has been 

found to Increase the shelf life of the packets and also 

a ppears to reduce stool volume. 

- Homemade sugar-salt solutions made properly and used 
correctly along with other nutrients may prevent dehydration. 

- ORS packets which are pre-measured- and contain the added 
Ingredients of potassium and bicarbonate of soda or trisodlum 
citrate are Important to use when treating mild cases of 
dehycjratlon and may prevent the need for Implementing 
Treatment Plan C, (IV or Nasogastric Therapy) which Is 
Indicated for more I If e threatening situations. 

- ftone of these solutions once prepared should be kept longer 
than 24 hours. A fresh quantity should be made dally. 
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Step 3 Preparing to Mix Oral Rehydration Solutions 

UD mln) 

Tell the participants they wl 1 1 be working In two 
$mall groups, to carry out the following tasks at 
two oral rehydration stations: 

- Read the Instructions for preparing the 
solution at the station you are In and take 
turns In mixing and tasting that particular 
solution. (The solutions should taste no 
saltier than tears.) 

- Discuss and complete Handout 40A (The ORT 
Preparation Worksheet) prior to moving to the 
next station. 

- Clean up the station and leave It In the same 
state as you found It when you arrived. 

Step 4 Preparing Oral Rehydration Solutions 

(75 mln) 

Ask the group to form two sroal I groups and move to 
their first station and begin preparing the 
solutions. 



Trainer Kote 

During this step you shouldi 

- Have resource persons who have mixed these solutions placed 
at each station to observe, correct and assist the partici- 
pants with any problems or questions they may have. Also this 
person should make sure each person uses proper hygenic 
techniques when mixing the solutions (e.g. washing their 
hands and all utensils before and after making the solution). 

- Make sure each station has adequate supplies and Ingredients 
available for each new group c 

- Assign each group the task of reporting on one solution. 
These reports should Include Information contained In Handout 
40A (ORT Preparation Worksheet) and Incorporate Information 
from the WHO Diarrhea Treatment Chart as to how miich solution 
should be given, Mhen It shoulrf be given and what othar 
lUOdS and foods should be given when the child Is being 
treated with the preparation that they have been assigned to 
report on. 



15 Minute Break 
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Step 5 Discussing the Use of Oral Rehydration 

(30 min) Solutions In The Village 

Reconvene the group and ask each small group to 
report back on their experience at one of the 
ststlons. Have someone from each group record the 
answers on newsprint using the format from Handout 
40A. Allow about 5 minutes for each work station 
report. 

Encourage comments and discussion after each 
presentation. 

Ask participants to think about what they have 
learned and answer the following questions: 

- What treatment should be advocated when a 
child has diarrhea, some signs of dehydration 
and/or severe dehydration and why? 

- What problems do you foresee In getting the 
community to use and/or prepare these 
solutions? 

- What can you do to overcome some of the 
problems encountered In encouraging people to 
use and prepare these solutions? 



Trainer Note 

Some of the points that should be made during this discussion are: 

- Difficulty or lack of understanding In the village related to 
the accuracy of measuring and mixing the Ingredients 

- The use of too much salt or sugar 

- The need for potassium and bicarbonate of soda or tr I sodium 
citrate for treating mild to severe dehydration 

- The Importance of adapting recipes to the locally available 
materials used for measuring Ingredients 

- The cost and possible lack of availability of the Ingredients 

- The possibility of limited water supply and dirty water. 



Step 6 Session Sunnary 

(10 fflin) 

Ask the participants to summarize the key points 
that should be taught about rehydration solution 
preparation and administration In the communities 
and how they would do this. 
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Trainer Kote 



inJ f ?" ^^t^ ^^^^ '^'^'^ +0 educate co«minIty 

?S« ^ treat««nt of diarrhea can be fZd IX 

the mi Supervisory Skills Module. nreat«ent of Diarrhoea-, pageS 
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ORAL REHYDRATION THERAPY PREPARATION KORKSHEET 



Observation 
Items (1-8) 


Pre-packaged 

Solution 

(ORS) 


1 * 

Homemade 
Solution 
(sugar, salt) 


1) List of 
Solution 
Ingredients 
and Amounts 






2) Availability 

of 

Ingredients 






3) Length of 
Time for 
Solution 
Preparation 






4) Difficulty 
of 

Instructions 
for Solution 
Preparation 






5) Problecas In 
Solution 
Preparation 






6) Materials 
(Equipment) 
Needed to 
Prepare 
Solution 


/ 




7) When to Use 
the Solution 
(Treatftwnt 
Plan A or B?) 

-- 
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MATERIALS AND EQUIPMENT NEEDED FOR VtO 
ORAL REHYDRATION THERAPY STATIONS 



JLp± 

The set-up for these stations Is Intended to permit participants to learn 
r<ow to prepare the various kinds of oral rehydration solutions under good 
and adequate conditions, such as might exist at a health center. As such, 
facilities here should be organized and clean at minimum. 

Each. Station should have; 



- soap 

- water 

- source of clean water 

- ladle or means of drawing water 

- hand towels 

- spoons or Instruments for mixing 

- drinking glasses or cups for tasting solution 

- large (over one liter) receptacle to mix the solution. 

.S±a±I&aJ.t Pre-packaged Solutions 

-Proper size containers (usually over one I Iter but marked to give 
volume corresponding to exactly one liter) for nixing packets and 
water 

- Large quantity of packets 



Station 2t Homemade Soiutlonst Sugar and Salt 

- Proper size container for mixing solution 

- Measuring spoons for sugar and salt 

- Plenty of salt and sugar (If baking soda Is available. Include It) 

- Knife for leveling measurements 
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EXPLANATION AND OVERVIEW OF TYPES OF REHYDRATION SOLUTION 

* 



HOW TO MAKE HOMEMADE SALT AND SUGAR SOLUTION 

A special drink (salt, sugar, and water) caA be made to treat 
diarrhoea and prevent dehydration at home. There are many methods 
that can be used for measuring the correct amounts of sugar and salt. 
Following are 2 examples. 

Example 1 

This example shows a method for mixing 1 litre of special drink. 
What you need 

A spoon. This should be a small spoon, a "teaspoon," that holds 5 ml 
(cos) of fluid or less, 

A clean container that will hold 1 litre or a little more. 
Salt, as used on food or for cooking. 

Sugar of any sort, unrefined lump sugar or purified sugar, 
Drinking water (clean or boiled water). 
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What to do 

1. Measure 1 litre of 
drinking water into 
the container. 5 
cupfuls or 5 glass- 
fuls ace about 

1 litre. 

(See Figure 1) 

2. Take salt in a tea- 
spoon, level it with 
a knife or a flat 
object (see Figure 2), 
Add 1 level spoonful 
of salt to the water 
and mix the water* 

3. Taste the salt and 
water. It should not 
be very salty. If it 
tastes more salty than 
tears, pour away this 
mixture and make it 
again with less salt. 

4. Take 8 level teaspoonfuls 
of sugar* Put these in 
the water and mix the 
water. 



Figure 1 

MAKING SALT AND SUGAR.WATER 




Figure 2. Measuring salt and sugar 
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DIARRBOEAL DISEASES COKTROL PSOGRAMfE WUO/CDD/SER/84 .7 

ORIGZHAL: ENGLISH 



ORM. REmPRATIOa SALTS (ORS) FORMULATION COHTAINIHG TRISODIOM CITRATE 



I. In 1982-1983 the NIK) Diarrhoeal Diseases Control (CDD) Programme supported laboratory 
studies to identify a aore stable ORS cooposition, particularly for use in tropical 
countries, where ORS has to be packed and stored under climatic conditions of high humidity 
and teaperature. The results of these studies dennnstrated that ORS containing 2.9 grams 
of trisodivn citrate dihydrate in place of 2.5 grams of sodium bicarbonate (sodium hydrogen 
carbonate) was the best of the formulations evaluated.^ The formulae of the standard ORS 
(ORS-biearbonate) and ORS containing trisodiua citrate dihydrate (ORS-citrate) are shown 
below: 



ORS-bicarbonate 


sraos/litre 


ORS'citrate 


grams/litre 


SodiuB chloride 


3.5 


Sodium chloride 


3.5 


Sodium bicarbonate 
(sodixn hydrogen carbonate) 


2.5 


Trisodiura citrate 
dihydrate 


2.9 


Potassium chloride 


1.5 


Potassium chloride 


1.5 


Glucose anhydrous 


20.0 


Glucose anhydrous 


20.0 
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TREAT CHILD WITH DIARRHOEA. 



Treatment of children with signs of dehydration «m 
a solution «ade with oral rehydra^Ln saltf m^f p 

ORS solution is a skill frhafr fii w . Preparation of 

Buxution 18 a skill that all health workers should have. 

HOW TO PREPARE ORAL REHYDRATION SOLUTION. 



Ingredients 

Glucose (a forn of sugar) 
Sodium Chloride-NaCl (ordinary salt) 
Sodium Bicarbonate-NaHCO, (baking soda) 
Potassium Chloridt-KCl 



Amount 

20.0 grams 
3.5 grams 
2.5 grams 
1*5 grams 



ingredients. When ORS packets are not avaliAhi- u ^ . 

solution can be made using the ins%ructL:s ^ J^^^^^^^ 

TO prepare ORS solutinn, p orform the fon^»..^ 

® Hash your hands. 

• Measure 1 litre (or 
correcfe amount for 
packet used) of clean 
drinking water into 
a clean container, it 
is best to boil and cool 
the water, but if this 
is not possible, use 
the cleanest water 
available. Use what- 
ever container is 
available such as a 
jar, pot, or bottle. 

• Pour all the powder 
from one packet into 
the water and mix 

well until powder is completely dissolved, 

• Taste the solution so you know what it tastes like. 

Fresh ORS solution should be mixed each day in a clean 
container. The container should be kept covered. Anv soluH«n 
remaining from the day before should be throwrLyf 

"^^^'^ facilitator prepare the ORS 

solution according to the steps above. 
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INTRAVENOUS THERAPY FOR SEVERE DEHYDRATION 



Technique of adalnlatratlon 

The technique of administration of Intravenous fluids can only be 
taught by practical demonstration by someone with experience. 
Intravenous therapy should be given only by trained persons. 
Several general points are made here. 

The needles, tubing, bottles, and fluid used for intravenous 
therapy must be sterile. 

Intravenous therapy can be given into any convenient vein. The 
most accessible veins, are generally those in front of the elbow, 
on the back of the hand, at the ankle, or, in infants, on the side 
of the scalp. Ose of neck veins or incision to locate a vein are 
usually not necessary and should be avoided if possible. In cases 
requiring rapid resuscitation, a needle may be introduced into the 
femoral vein where it must be held firmly in place and removed as 
soon as possible. In some cases of severe dehydration, 
particularly in adults, infusion Into two veins may be necessary; 
one Infusion can be removed once rehydration is well in progress. 

It is useful to mark Intravenous fluid bottles at various levels 
with the times at which the fluid should have fallen to those 
levels. This allows easier monitoring of the rate >f 
adQinistration. 

Solutions for intravenous infusion 

A number of solutions are available for IV infusion; however, some 
do not contain appropriate or adequate amounts of the electrolytes 
required to correct the deficits found in dehydration associated 
with acute diarrhoea. The following is a brief discussion of the 
relative suitability of each of these solutions. 

Preferre d solution 

» Ringer's Lactate Solution (also called Hartmann's Solution for 
Injection) is the best commercially available solution. It 
supplies adequate concentration of sodium and potassium, and the 
lactate yields bicarbonate for correction of the acidosis. It 
can be used in all aga groups fcr dehydration due to acute 
diarrhoea of all causes. 
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^ess suitable soluMonH (ORS Solution by nasogastric tube should 
J^tr^v^tt"^^^^^^^^ 

by OHS solution given ly ^.Tj^\^%^^^^^^ -fj-d 

" f ^f-^f'^«"qth Barrow's Solution (also called Lactated Potassic 
Saline) . This solution does not contain enough sodlua^Soride 
to correct the sodium deficit and ongoing sodiua ios^s in 
adults with severe dehydration and continuing severe dL^hoea. 

- Normal Saline (also called Isotonic or Physiological Saline) • 
This solution is often readily available. It will not coJJect 
the acidosis and will not replace potassium losses. SoSJif 
bicarbonate or sodium lactate and potassium chloride can be 
given at the same time, but this requires careful calculation of 
amounts, and monitoring is difficult. caxcuiatlon of 

- Balf Nbrn.al Saline in 5% Dextrose, . Like Normal Saline, this 
solution will not correct acidosis nor replace potassium losses 

wtS':c\te^\a«\?:::''^ ^^^'^ 

Unsuitable solutions 

- Plain Glucose and Dextrose Solut-innn should not be used as they 
provide only water and sugar. They do not contain electrolytes 
and thus they do not correct the electrolyte losses or the 
acidosis. 

Providing IV Therapy for Severe Dehydration 

The purpose is to give the patient a large quantity of fluids 
quickly to replace the very large fluid loss which has resulted in 
severe dehydration. *.c»uxtea in 

• Begin intravenous therapy quickly in the amount specified on 
the table on the following page. « on . 
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GUXDBIiINBS FOR KBBYDRATION THERAPY FOR SEVERE OEHYDRATZON* 



Age Group 


Type of Fluid 


Amount of Fluid 
(per kg body weight) 


Time of i 
Administration 


Infants 
(under 12 
months) 


iV Ringer's 
Lactate 


30 ml /leg 


• Within 1 hour 


FOLLOWED BY 


IV Ringer's 
Lactate 


i»0 ml /kg 


Within next 

2 hours 1 


FOLLOWED BY 


ORS Solution 


40 ml/kg 


Within next 
3 hours 


Other chi Idren 
and adults 


IV Ringer's 
Lactate 


too ml/kg 


Within 'i hours; 
initially as 
fast as possible 
until radial 
pulse is easi ly 
felt 



'•The volumes of fluid and rates of administering treatment are 
averages based on usual needs. These amounts should be increased if 
they are not adequate to achieve rehydration, or decreased if 
hydration is achieved earlier than expected or if the appearance of 
puff iness around the eyes suggests overhydration. Once the health 
worker has gained aone experience in rehydration therapy he may not 
need to follow this exact schedule. 

• For an infant, the entire 6 hour course of therapy should be 
followed to quickly restore the fluid loss of the severely 
dehydrated patient. During that 6-hour period, the progress of 
the rehydration therapy should be assessed after one hour and 
then every 1-2 hours to determine if the volume or rate of 
administration needs to be increased. In particular, attention 
should be given to: 

- the number and volume of stools passed 

- the extent of vmaiting 

- the presence of, and changes in, the signs of dehydration 

- whether the rehydration fluid {oral or IV) is being 
successfully given and in adequate amounts. 



(Froca: WHO Supervisory Skills, "Treatment of Diarrhoea".) 
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USING KOOELS TO DEMONSTRATE DiARRKEAl DEHYDRATION 



Take a clear plastic bag with no tear or hole in it. With a felt-tip 
pen (the kind with waterproof ink) draw a picture of a baby on it (Fig. 30). 
Fill the bag with water; the picture of the baby will be full and well-rounded, 
like a healthy child. Now make a small hole in the lower part of the bag with 
a pin. As water flows out» the bag and the picture will become wrinkled. 
This shows what happens to a child who has diarrhoea and becomes dehydrated. 

Ask a trainee to pour water into the bag faster than it is flowing out 
of the hole. This shows what happens with oral rehydration; the picture of 
the baby will become normal again. Now seal the hole with a piece of tape 
or sticking plaster so that the water stops flowing out. This shows that the 
diarrhoea has stopped and no more rehydration is needed. 



(Fig. 30) 
PLASTIC BAG MODEL 
TO DEMONSTRATE DEHYDRATION 




A clay pot with a hole underneath or lav on one side may be used as a 
model instead of the plastic bag. Plug the hole with a stick or a cork. 
Hang the pot from a weighing scale and fill it with water. Removing or 
loosening the plug, show how the weight becomes less as the water flows out 
(diarrhoea and dehydration), and how the weight increases again as more 
water Is poured In at the top (rehydration). Ask the trainees to make a 
note of the weight when the pot is full, when some of the water has drained 
out, and when the pot has been filled again and the plug has been put back. 
Make sure that the weight is the same at the end of this exercise as it was 
at the beginning. 

This exercise can be used by conmunity health workers to teach parents 
about dehydration and rehydration. They should take the opportunity to 
discuss with the parents the causes and dangers of diarrhoea and the means 
of preventing it. 



(Adapted From: WHO, Qutdellnes for Training {Community Health Workers In 
Hulnilion. pg. ill) 
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Five Step* of Diarrhea and Its Manageaont 
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Summaiy. About one of every 10 children born in devel- 
oping countries dies of diarrhea before reaching the age 
of 5. Oral rehydration therapy (ORT) can substantially re- 
duce this heavy toll. ORT means drinking a solution of water, 
sugar, and mineral salts to replace the water and salts lost 
by the body during diarrhea. This counteracts dehydration, 
which is the direct cause of diarrhea deaths. Making this 
simple, inexpensive, and effective treatment available 
throughout the world is a major public health challenge. 

The scientific rationale for oral rehydration is firmly estab- 
lished. During diarrhea the body rapidly loses fluids and the 
electrolytes sodium, potassium, chloride, and bicarbonate, 
while at the same time the ability of the intestines to absorb 
fluids and elearolytes, in the form of salts, taken by mouth is 
impaired. About 10 percent of diarrhea episodes lead to 
dehydration and, if untreated, one or two percent become 
life-threatening. When the body becomes dehydrated, the 
only effective treatment is rehydration — replacing, either 
intravenously or orally, approximately the same volume of 
water and electrolytes lost. 

WHO Complete Formula 

The formulation for oral rehydration (OR) solution now 
recommended by the World Health Organization (WHO) 
contains the following ingredients: 

sodium chloride 3-5 V««s 

sodium bicarbonate 2.5 grams 

potassium chloride I'S panw 

glucose 20 grains 

water ^'^ 
These ingredients are now distributed internationally by the 
United Nations Children's Fund (UNICEF) in packets labelled 
Oral Rehydration Salts, or ORS. 

The WHO complete formula is widely regarded as the phys- 
iologically most appropriate single formulation for world- 
wide use. Although some pediatricians have argued that it 
contains too much sodium for infants, public health practi- 
tioners point out that continued breast-feeding or drinking 
other fluids in addition to OR solution minimizes this risk. 

The major issue today is not the composition of the ORS 
packets but rather the provision of necessary services and 
essential supplies to all who require them. To provide the 
needed six packets per child under age 5 per year to all de- 
veloping countries except the People's Republic of China 



would require 2,400 million packets annually. UNICEF is cur- 
rently producing about 24 million packets. This amount is 
less than the 50 to 60 million estimated as necessary for Egypt 
alone. A number of commerdal firms and national govern- 
ments assisted by UNICEF are producing packets locally and 
more plants are being set up, but providing a continuous 
supply of prepackaged salts is an important constraint for 
national pi'cgrams. 

Another problem is cost. At the lowest competitive price, 
UNICEF currently pays about 8<t (US) per packet — including 
2.S<t for the ingredients and 2<t for secure, watertight foil 
packaging. Even at this low price, however, health ministries 
in most developing countries cannot afford prepackaged 
ORS supplies for every family. For many developing coun- 
tries, the cost of providing six packets of ORS per child a year 
would amount to 10 to 20 percent of the total health budget. 

Homemade Sugar and Sah Solutions 

One answe? to the twin problems of cost and distribution is 
to encourage home preparation of an OR solution consisting 
of only sugar and table salt. 3ince sugar and salt are available 
in most households and since potassium and bicarbonate 
may not be essential in the early stages of diarrhea, several 
programs are experimenting with home-mixed solutions. 

This approach raises two concerns: First, will the solutions be 
accurately mixed? If too much salt is used, the solution may 
be dangerous. If too little salt, it may be ineffective. (The 




A cup and spoon should be used to give ORS to breast-fed i"'*"^ 
and oWef chlWren can drink right from the cup. Baby bottles shouW 
not be Introduced for administering ORS because thdr use may da- 
cowage breast-feeding. (InterVista Advertising Ltd., Jakar ta/Nuradi) 
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The Five Steps of Diarrhea 
and Its Management 



Sept Dehjfdcitlon. The penonwrth 
durrhea is like a pot of uh 
with * hole in its bonom. A dead 
patient it like an empty pot. It H 
mo« imponanl to keep the pot fuH. 



Step 1 KehydMBoo of the patient 
with salt and water H like filling the 
l»t. /( mu« 6e done quickly, within 
ux houn or leu. 



Step 3. Sottenance oi the patient is 
like keeping the pot full wilh salt 
water while the leak continues, and 
at the same time making the patient 
stronger bf feeding him wilh the 
proper food. 



Sep *. Cure of the patient is when 
the leak stops and the pot is hilL 



Sep S. Prevention is trying to stop 
the beginning of further leaks by 
keeping people strong and heallhy; 
put if a leak starts again, prevention 
's by giving salt water and food 
before the "pot surts to empty" 
(i*, before the patient dehydratet). 



ScuccWHomst 




same problem, although less severe, arises with packets.) 
Experience in Indonesia and Bangladesh as well as a pilot 
study in the Philippines suggest that people need careful, 
repeated, face-to-face instruction to mix solutions correaiy. 
Second, will sugar and salt solutions be effective? The 
absence of potassium and bicarbonate may limit effeaive- 
ness in severe cases of dehydration. In mild cases where 
intestinal absorption is not impaired, it is possible that almost 
any fluid might prevent dehydration. More research is 
needed to determine whether complete-formula or sugar 
and salt solutions prevent dehydration better than other 
available fluids such as rice water, green coconut water, 
or soup. 



Continued Feeding 
Malnutrition is an important element of diarrhea. Many chiL 
dren in deyetoping countries are .lalnourished. Frequent 
ep.sod« of diarrhea contribute to malnutrition because 
appetite diminishes, feeding is interrupted, and absorption 
of nutrients is reduced. Malnourished children then become 
more vulnerable to infections, aeating the potential for a 
VICIOUS cycle of malnutrition and infection. 

ORT programs emphasize continued feeding during diar- 
rhea Even though some families, folk practitioner, and 

S u" I'lT'"""' '''^^ traditionally recommended 
withholding food during diarrhea, the consensus today is 

J.^rhl? r u"^' u"' u "°} ^ i"'errupted « all during 
dia rhea. For a chi d who has been weaned, feeding should 
s^cf lEl™^ bnefly; liquids with low lactose ^content 
such as dilute formula or other usual fluids and foods should 
be resumed as soon as the child will take them. Although the 
vo ume of diarrhea may be greater with feeding, the volume 
of food absorbed ,s also greater when feeding is maintained, 
and the amount of weight toss is less. 

ORT programs discourage the use of antibiotics and other 
drugs Since they are ineffecth^e against the viruses that cause 
most childhood diarrhea and they are sometimes harmful 
Neomycin, for example, makes diarrhea worse. Vaccines' 
against a few specific viruses are under development. 

Community-Based Programs 
In the long run only modern sanitatio.1. clean water, better 
nijtntion, and improved living conditions can reduce the in- 
cidence of diarrhea among infants and children. But in the 
short run the scientific knowledge and the practical tech- 
nolop embodied in ORT already exist to prevent most 
deaths from diarrhea. Can health programs meet the chal- 
lenge of making CRT available all over the world? 

The scope of the task requires careful planning, with specific 
objectives, reliable tegistio. community-wide training^ell- 
designed informatton programs, and close monitoring and 
supervision of a multitlered treatment system. While ctxjrdi- 
nation must extend from headquarters all the way down to 
the village, treatment of severe cases should proceed from 
the home, to the village or peripheral health worker, to the 
health center, to the hospital. 

On one hand, the full understanding and cooperation of the 
medical community is necessary to provide back-up and re- 
ferral for the most severe cases. This may require refresher 
courses and seminars because the rationale for oral rehydra- 
tion was developed after many physicians now practidng 
went to medical school. On the other hand, in order to 
reach the millions of mothers who actually care for children 
with diarrhea, community-based programs that do not de- 
pend on doctors and clinic facilities are essential. That means 
every family in every village should have supplies available 
and be carefully taught and encouraged to use them 



(From: Population Reports. Series Number 2, November-December 1980.:- 
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TREATMEKT, PREVENTION AND CONTROL 
OF SELECTED ErCEHIC DISEASES 



TOTAL TSHE 
OVERVIEW 



OVERVIEW 



4 Hours 



Water and sanitation related diseases are major 
causes of Illness and death among people In 
both rural and urban areas In many developing 
countries. The health and well being of people 
cannot be improved without undestanding these 
diseases and knowing how they are transmitted. 

This session addresses four diseases commonly 
found In the developing world that are related 
to water and sanitation. These diseases are 
Schistosomiasis, Onchocerciasis, Dracuncul lasls 
(guinea worm), and Malaria. 

To enable participants to develop effective 
health education programs about the diseases 
most prevalent In their assigned countries, 
this session reviews the clinical signs and 
symptoms of the aforementioned diseases, the 
age at greatest risk and the appropriate, 
treatment, prevention and control measures 



To describe the signs, symptoms 
transmission of certain endemic disease. 
(Step 1) 



and 



• To select appropriate measures to control and 
treat these diseases. 

(Steps 1, 3) 

• To develop a story with pictures that promotes 
the recognition, prevention and treatment of 
the diseases. 

(Step 3) 

• To Identify ways In which cultural practices 
affect the recognition and treatment of these 
diseases. 

(Steps 3, 4) 
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RESOURCES 



Control of Cflmmim tf^ pbte Diseases In Man 



MATERIALS 



PROCEOliRE 



Handouts: 

- 41 A 

- 41 B 

- 41 C 

- 41 D 



Background Information on Malaria 

Background Information on 

Onchocerciasis 

Background Inforamtlon on 

Oracuncul las Is 

Background Information on 

Schistosomiasis 



Trainer Attachments: 

- 41 A Treatment Schedule for Malaria 

- 41 B Problem Story 



Newsprint, markers, drawing and tracing paper, 
colored pens and crayons, erasers, tape, and 
rulers. 



Trainer Note 

Prior to this session, determine which diseases are most endemic to 
the country and obtain as much Information about these diseases as 
possible. Handouts 41 A-D have been prepared for four diseases that 
(with the exception of Guinea worm) are most prevalent worldwide. 
If some other diseases are more prevalent In the country where you 
are training develop a fact sheet that contains the same basic 
Information on these diseases. You should also obtain Information 
pertaining to any cultural beliefs and or behaviors that may affect 
the transmission of these diseases and Inform the participants of 
this Information. 



Select In advance of the session, participants to develop and 
present a brief (10-15 .minute) lecturette on each of the two or 
three locally endemic diseases. Give them the fact sheet for the 
lecturette they will present. Tell them that you will be available 
to help with their preparations and to refer to Helping Haa 1th 
Workers l. ^arn and Where There is no Doctor for Ideas on how to 
present these lectures and for possible sources of visual aids they 
can adapt and use during their presentations. Prepare the story and 
picture you will present In Step 2, prior to this session. 
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Step 1 Lecturette on the Selected Disease 

(30-40 min) 

Ask the volunteers to present the lecturettes on 
their selected diseases and to be prepared to 
answer questions after their presentation. 



TRAINER NOTE 

The points that should be made during their lecturettes are: 

- The mode of transmission 

- The clinical picture 

- Overall methods of control and prevention 

- High risk groups 

- Cultural factors or customs that affect transmission or 
spread of the disease. 



Step 2 Story 
(25 fflin) 

Introduce this activity by stating that you will 
toll a story you would like to discuss after- 
wards. Recite the story or an adaption of the one 
found In Trainer Attachment 41 B. While reciting 
the story, present a picture that depicts one of 
problems at the beginning of the story and a 
second poster which visually presents the resolved 
situation at the end of the story. Hang these 
posters on the wall opposite each other with a 
large gap between them. When the story Is 
completed ask the participants the following 
questions: 

- What caused the problem? 

- What action was taken to solve the problem? 

When a solution Is mentioned have the participant 
who offered the solution place a link between the 
two pictures. Continue until the participants 
have no more suggestions. Ask the participants to 
also list the resources that are needed to accofn- 
pllsh the solution they are offering and the steps 
that must be taken to access these resources. 



Step 3 Preparing Their Own Story with Gap 

(80 mln) 

Ask each participant to select one of the diseases 
discussed In Step 1 for which they would like to 
prepare a story similar to the one you have 
presented. 
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Inform the group that: 

- They will have 80 minutes to prepare a story 
with pictures that depicts a problem (cause of 
disease) ar.d the solution. 

- They should state the problem at the beginning 
of the story, and design a series of small 
posters representing steps or appropriate 
health messages that will promote the 
appropriate control measure which leads to the 
stated solution. 

- The story should not state how the characters 
resolved the problem. (These solutions must 
come from the other participant.) 

Have them form working groups around the disease 
they selected. Ask the participants who presented 
the lecturettes In Step 1 to act as technical 
consultants to the group that selected their 
diseases. 



Trainer Note 

Inform the participants that the purpose of their story Is to 
Involve villagers (In this case the other participants) In a 
critical analysis of their own situation and to encourage them to 
set goals, to change behaviors, beliefs or practices. Refer to 
Session 22 (Selecting and Using Nonformal Education Techniques) for 
guidelines on use of Pictures to stimulate discussion. 

Tell them that their story should Include local customs, humourous 
characters or dramatic situations, and be no longer than 10-15 
minutes. They should Include any Information they learned during 
their cross-cultural studies and language trainers should also be 
available to act as resources. 



10 MINUTE BREAK 



STEP 4 Presenting Their Preble* - Stories 

(40-60 mln) 

Ask each group to present their stories and 
appropriate pictures to the large group. When the 
story Is completed, have them ask the group these 
questions: 

- What caused the problem? 

-What do you think the family/village/ 
cllnlc/PCV could do to solve this problem? 
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When a solution Is mentioned, have the 
storytellers pass out the small poster that has a 
picture of the solution* If there Is no poster 
for a nentloned solution, give out a blank paper 
and ask for the person to Illustrate the solutions 
and give his or her reasons for proposing that 
step. Finally, at the end of each story, have the 
participants list the resources necessary to carry 
out each step required to acccmpllsh the solution 
and to state how those resources could be 
obtained. 



Step 5 Bridging tho Learning Cycle 

(15 min) 

Facilitate a review of the session by asking the 
group to recall the principles they learned In 
their earlier sessions on health education. In 
particular, ask them to evaluate this session In 
terms of: 

- The criteria stated In Session 25 (Designing 
and Evaluating Health Education Sessions) and 
the use of pictures to stimulate discussion In 
Session 22 (Selecting and Using Non formal 
Education Techniques). 

- How well the sessions worked for them In terms 
of learning and applying new Information. 

- How useful the methods they used (lectures, 
picture stories, visual aids) will be In 
transferring skills and knowledge they have to 
people in their assigned work sites. 

- Has the Information on the handouts presented 
In a way that facilitated their understanding 
of the signs and symptoms of the disease and 
how and whom to treat. 

- Would this be a useful way to present this 
Information to health workers, schoolteachers 
and students. 
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Malaria 

Disease Malaria In husians Is normally transmitted by the bite 

Transalsslon of a female Anopheles mosquito that is Infected with 1 of 
4 species of the genus Plasmodium (P. falciparum, P. 
malarlae, P. ovale, or P. vivax). As the mosquito feeds 
from the human bloodstream. It releases malaria sporo- 
zottes, which enter liver cells (exoerythrocytic stage). 
After the parasite matures, the liver cell ruptures and 
releases numerous merozoltes. These* Invade red blood 
cells (RBCs), starting the erythrocytic stage of an 
Infection. Within the RBCs the parasites mature, become 
schlzonts, and divide again Into merozoltes. Finally, 
the Infected RBCs rupture, and merozoltes repeat the 
cycle by Invading other RBCs. The release of merozoltes 
from erythrocytes Initiates the chills and fever of a 
typical malaria attack (convulsion). 



Clinical Malaria Is characterized by fever, swears, chills. 

Picture headache, body pain and In severe cases unconsciousness 

and death. In Infants the presenting signs of malaria 
can be subtle and quite variable and may Include poor 
appetite, restlessness and lethargy. 



Geographic In Asia the known range Is from West Iran and Assan 

Distribution Burma. In the Americas the range and distribution covers 

most of tropical South America east of the Andes, both 

the Caribbean and Pacific sides of Columbia and Panama. 

In Africa it is mainly located In the Sub-Saharan 

countries. 



Age Groups Although persons of all ages can get Malaria, two grcops 

are at special risk of becoming severely III and dying: 
children under five years of age and pregnant women. 



Control For most countries, eradication of Malaria In the near 

Measures futurv Is unlikely because of the lack of resources. 

Including health Infrastructure and completely effective 
Intervention mechanisms. Limited health budgets restrict 
the scope of malaria control activities. Most malaria 
control programs have the goal of reducing deaths caused 
by malaria. The use of antl-malarlai drugs, especially 
chloroqulne, to treat all fever cases. Is expected to 
reduce malaria-caused deaths when given to a sick 
Individual promptly. The use of chloroqulne for 
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treatment of fever should be promoted especially for the 
tvo groups In the population at highest risk of death due 
to Rialarla — pregnant vomen and children under five. 

Because the P. faci tparum malaria parasite Is becoming 
Increasingly resistant to chloroqulne In some areas of 
East Africa, each country needs to monitor the sensi- 
tivity of local strains to chloroqulne. A method for 
doing this Is well developed and available through 
national health authorities. 



Antl-naiarla) Antl-sialarlal drugs can safely and effectively reduce 
Drugs and/or eliminate malaria parasites in a person's blood as 

well as be used to prevent the disease. Even In areas 
where chloroqulne resistance exists, chloroqulne will 
remain an important therapy because It may be effective 
for many of the local infections and It Is safe and 
Inexpensive. 



Two measures recommended to reduce the effects of malaria on 
the health of pregnant women and children under five aret 

Presumptive Treatment ! Treatment Is ca I led "presumptive" 
because, without examining a blood smear to confirm the 
presence of parasites. It Is presuB^d that the fever Is 
caused by malaria and that the child will respond to 
treatment with chloroqulne. Chloroqulne Is given to 
children who have fever and/or other signs and symptoms of 
malaria. The amount of chloroqulne that Is given depends on 
the weight (or age) of the child and If the country Is In an 
area with suspected resistance. 

Drug Prophylaxts t Prophylaxis means preventing infection of 
illness. Severe malaria In pregnant women can result In 
abortion. A pregnant woman who takes chloroqulne or another 
malaria prophylactic at appropriate Intervals should be 
protected from malaria. It is recommended to give a 
pregnant woman two ^5Q milligrams (mg) chloroqulne base 
tablets (300 mg) per we^ to prevent malaria from harming 
the mother and her developing baby. She should not develop 
symptoms even if she is bitten by an Infected mosquito. 
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Mosquito Anopheles mosquitoes (larvae and pupae) are the vector 

Control (carriers) of malaria. The pre-adult (larvae and pupae) 

development occurs In water. Water sources ranging from 
standing rain water to lakes and rivers are used as 
breeding sites by different species of Anopheles. The 
nuRd)er of developing mosquitoes nay be reduced by killing 
larvae In brooding sites. This can be done by draining 
or filling stagnant water collections with earth. It can 
also bQ done with periodic application of petroleum-based 
sprays or Insecticides to stagnant water breeding places. 

The adults, or flying stages of the mosquito, often rest 
on the walls of houses. To kill adult mosquitoes. 
Insecticides can be sprayed on the Inside walls of houses 
at reg'jiar Intervals. Pesticides can be sprayed In the 
air f.s "mists" or "fogs" to kill flying adult mosquitoes. 
The widespread use of Insecticides to control malaria has 
limitations, however. Insecticides are toxic and 
expensive, and the costs continue to Increase. 



individual People can protect themselves from mosquito bites by 

Protection screening the windows of their houses or sleeping rooms, 

by using mosquito netting around their beds, by applying 
mosquito repel lants to their bodies and clothes and by 
helping to eliminate breeding locations In their commu- 
nities. While such ant l-mosqulto measures wl 1 1 reduce 
the risk of malaria transmission, they may be too 
expensive for wide application In many countries. 



(Adapted From: (»C/CXX» Draft Training Manual: Target Diseases. 

CDC MMWR Prevention of Malaria In Travelers, 1982. and 
Benensen, A., Control of (kynmunlcable Diseases In Man) 
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Onchocerciasis 

Olseasd Onchocerciasis Is corwnon In areas where specific types 

Transalsslon of blackfUes (genus slau Hum) breed. Usually the best 
breeding grounds are fast-flowing rivers and streams. The 
blacl(fly spreads the disease In the following manner. 

© The blackfly bites a person who Is Infected with 
onchocerciasis. 

• The larvae of the parasite are tal<en frooj the skin of 
the person and pass with the tissue Juices Into the 
blackfly. 

• In the fly, the larvae become Infective In p^out six 
to ten days. When the fiy bites again the larvae 
pass from the fly Into the person. 

• Lumps form under the skin. These nodules contain 
adult round worms which produce large numbers of 
larvae that live In the skin waiting to be sucked up 
by a blackfly. 

Of the millions of larvae, only a few are taken In by 
blackflles. The rest wander through the host's tissues 
until they die In the human body. The body tries to 
fight the effects of the dead larvae by building scar 
tissue around them. These scars form In the body. Many 
larvae die In the lens and other parts of the eye. 
Eventually, the lens becomes so full of scar tissue that 
the person becomes blind. 

The nodules containing the adult worms are not always 
easy to detect because they may be deep in the body. 
Generally the presence of nodules, patches on the skin 
and Itchiness are symptoms of onchocerciasis. 



Geographic Geographical distribution In the Western hemisphere 

Distribution Is limited to Guatemala, southern ffexlco, northern 
Venezuela, Columbia and Brazil. In Africa It Is mainly 
found south of the Sahara, in an area extending from 
Senegal to Ethiopia, down to Angola in the west and 
Tanzania In the east. One of the largest endemic areas 
occurs in the Volta River basin area, which Incorporates 
Benin, Ghana, ivory Coast, Mail, Niger, Togo and all of 
Burkina Faso. 
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Cllnfcai 
Picture 



Onchocerciasis Is recognized by an Intense Itchy rash, 
altered pigmentation, swelling and wasting of the skin 
and some systemic effects. The most Important lesions 
are those of the eye, which lead to serious loss of 
vision and blindness. 



Control 
Heasares 



Ck}ntrol of the disease Is focused on the control of the 
blackf ly population through environmental and chemical 
means. Treatment Is not very effective' si nee the disease 
Is sometimes difficult to detect. However, early 
treatment that kills the adult worms wll I help prevent 
blindness. The following control measures are 
recommended for fighting the spread of onchocerciasis. 

Env 1 ronroenta \ Control > Environmental control of oncho- 
cerciasis Involves eliminating the breeding sites of the 
blackf lies. However, It Is very difficult to control the 
disease Just by environmental means. Soiiie measures that 
are useful are also expensive and will be beyond the 
means of roost rural people. Environmental measures that 
can be used to control onchocerciasis should be Included 
In development projects. For example: 

• Because most species of blackf! les, particularly In 
Latin America, require fast-flowing water In which to 
breed, changing the stream flom can greatly help to 
reduce the numbers of blackf I les. To el Imlnate the 
breeding places of blackf I les upstream, a tiam can be 
built. The backed-up water floods the fast-water 
breeding grounds. 



The design 
places are 
s tonal help 
special Ists 
breeding. 



of dam spillways so that new breeding 
not created In them Is not easy. Profes- 
shoutd be sought In such design from 
with experience In control I Ing blackf I y 
Do not build spillways In a series of 
steps because this design will only Increase the 
reproduction of the flies, and succeed In moving the 
breeding place from one point to another. 



Build covered canals when developing an irrigation 
project. Covered canals are expensive and, in most 
cases, existing canals cannot be covered. When 
designing new systems, engineers should consider the 
added cost of covering in order to control blackf I y 
breeding. 
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• Remove brush from the edges of fast-flowing rivers 
and streams. 

Generally, little environmental control can be carried 
out where structures are already In place. Changing dams 
or canal design Is economical I y Impossible. Only where 
new projects are In the design stage can effective 
measures be Included In a project. Where new communities 
are being proposed, an attempt should be made to locate 
them away from areas where blackf I les breed. To more 
effectively fight the spread of onchocerciasis, a good 
program of chemical control should be established. 



Chemical CantmL, By placing chemicals into breeding 

water, large numbers of blackf I les can be destroyed. The 
larva stage of blackfty development Is the time when 
control Is effective. Chemicals kill blackf ly larvae 
before they can mature. 

Chemicals kill the larvae In three ways: 

• The larvae eat the chemicals and are poisoned. 

• The cheralcals kill the larvae through contact. 

• The larvae starve or smother when the chemical forces 
them to move away from their habitat. 

Several chemicals are available for use In controlling 
blackfly populations. DDT has been used but because of 
the danger It presents to fish and animals. Its use has 
been limited. Other effective, less dangerous chemicals 
are available. 



ltiat& Is the most commonly used chemical for blackfly 
control. Generally, It Is applied to streams or other 
bodies of water where blackf I les are known to breed using 
an airplane or helicopter. Methoxychlor Is less commonly 
used than Abate because It Is less powerful and a less 
effective killer. Methoxychlor Is much less expensive 
than Abate and for that reason Is often used. Both 
chemicals appear to be safer than DDT but both of them 
affect fish. 
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The choice of a chemical vtll depend on availability and 
price. Chemicals can be applied by pouring thesi directly 
Into the water or by constructing a drop applicator. 

Th© chemicals are lighter than water and float at the top 
where blackfly larva© live. This also protects fish and 
plants that generally live below water. Where rivers 
have a continuous rate of flow over long stretches, 
single doses at a specific point can be applied. If the 
river has rapids and pools, the chemical will have to be 
applied at the headwaters of each set of rapids. 



Treatment 
and 

Education 



Where onchocerciasis Is suspected, a medical skin test Is 
necessary to determine Its presence. Also, the disease 
can be detected with an eye examination. 

When the nodules appear on the body, they can be removed 
by surgery. Early removal lowers the number of worms In 
the body. However, when the nodules are inside the body 
and not easily detected, this measure Is not useful. 
Removal of nodules from all people with the disease would 
be very time-consuming and virtual iy impossible. 

Another possibility Is to use drugs to treat people with 
the disease. There are drugs which kill the larval 
parasites In the body and drugs that kill the adult worm. 
Ho drug does both. The pr(rf)lem with drug use Is: 

• Drugs have severe side effects. 

• Drug treatment can only stop the symptoms and prevent 
further damage. 

• Drug treatment is expensive and not practical over 
large areas. 

To control river blindness. It Is very Important to 
eliminate breeding places. People should be taught about 
the disease and how it is spread. Once an awareness of 
the disease Is created, people will be more Interested In 
cooperating In blackfly control programs. Community 
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members should participate In and take responsibility for 
spraying programs and brush clearing. Instruct people 
In the Importance of using netting when sleeping 
outdoors, especially during the daytime when the f I les 
bite. Above ail, help people to recognize the symptoms 
of the disease so that they can get medical help quickly. 



(From: Water for the World Tech. Note DIs. 2. M.5) 
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DracuRcui lasts (Guinea Worn) 



Dismast It Is transmitted only by drinking water. The mature 

TrAnsnlsslon female worm pierces the skin, causing a blister or an 
ulcer. When the blister or ulcer Is In contact with 
water, the worm discharges larvae Into the water. The 
larvae are swallowed by Crustacea of. the genus eye I ops 
and In about 2 weeks develops Into the Infective stagee 
Typical ly - contaminated sources of water are stag:?gnt 
ponds or step wells. Guinea worms enter man when he 
drinks from this contaminated water. The larvae migrate 
quickly to the wall of the first part of the small 
Intestine (duodenal wall) and proceed to the abdominal 
and thoracic cavities where they begin maturing In 
connective tissues. Approximately one year after Initial 
host Infection the worm migrates to a subcutaneous 
position, usually the lower leg or foot where It causes a 
painful blister to appear. When the affected part of the 
body Is Immersed In water the b I Ister ruptures emitting 
hundreds of millions of larvae Into the water. 




FIGURE 1 Life cycle of Dracunculus nedlnenats . (Source: Centers 
for Disease Control 1981) 
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Clnlcal Infected people exhibit no signs or symptoms until the 

Picture female worn matures and Is ready to emerge. A blister 

appears, usually on a lower extremity, especial I y the 
foot, as the meter- long adult female worm prepares to 
discharge Its larvae. Burning and Itching of the skin In 
the area of the lesion and frequently fever, nausea, 
vomiting, diarrhea may accompany or precede vesicle 
fcrnatlon. 



Geograhic This parasitic Infection occurs most frequently In West 

Distribution Africa and In Western and Southern India, principal I y in 
the rural areas. Depending on the climate, 
dracuncullasis occurs In one of at least three seasonal 
patterns. In semlarld areas, transmission occurs In the 
rainy season. Since the Incubation period averages about 
12 months, the transmission season remains synchronized 
with the annual period when the local environment Is most 
receptive to the parasite. 

In areas where there are surface sources of water year- 
round, transmission usually occurs during the dry season, 
when the surface sources are scanty and most po I luted. 
In some other areas, transmission may occur year-round 
with either seasonal variation. 



Age Group 
Affected 



Adults between the agers of about 16 and 45 are usually 
most Infecte'* Young children and very old people are 
much less ( y to acquire the disease, because It Is 
speculated that they do not drink as much from contam- 
inated shallow ponds and wells near agricultural fields. 



Control 
Measures 



Dracuncullasis can be controlled by: 

• providing safe drinking water 

• educating villagers to filter their drinking water 
through a cloth or boll It, or 

• using Abate (temephos), an Insecticide with a wide 
margin of safety for humans, to treat drinking water 
sources periodically, or 

• educating victims not to contaminate drinking water 
sources, or 



• some combination of the above. 
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Disease 
Transmission 



Schlstosontosls 



h !J ®^ Intestine or urinary 

rrlgatlon projects. The parasite must spend part of Its 
life In a snail. It Is spread In the fol iSwIng manner: 

• ^InTrfec^th^f ^ir?^^^^^^^^^ ^^^^ 

• Iniel'tXlTrc Itfif 5;:?fs!^ '"^^^ ''''' 

• In the snail, they form a sac In the liver where 
forked-tailed larvae are produced. 

• cvsJ ?nto "w^L ^""V^ ""IJ^^^ '"''^^^ ^=^«P« ^'•om the 

J«rL„ "^^'^ "^^''^ ^^^"f s^^k contact with a 
p arson. 

• On contact with skin, the parasite actively oene- 

IXT cT'J'rl' bloodstr^a^tHh^ 
veins of the Intestine or bladder. The parasites 

+o ..!lf ?995 ^^^^^ «re passed In urine or feces 
!Lck^'""\.*^ P*"^^"^ of transmission. Figure! 
shows how schistosomiasis Is transmitted. 



SCHISTOSOMIASIS 




3) Parasites e)ipe«ed by snail 
swim froely and penetrate 
human sliin 



t) Infected person urinates 
or defecates in or near 
water. Parasite eggs in 
excreta hatch In water 



2) Parasites enter sna3 
(vector) and develop to 
Infections stage 



V^Flgure 1. Transmission of Schlstosomlasl* 
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Although an Itchy rash can develop around the place on 
the skin where the parasites enter, and an affected 
person can have a fever and cough for two to four weeks 
afterwards, serious damage comes later when the worms 
reach adulthood and begin laying eggs. The body reacts 
to the eggs as they migrate through the wall of the 
Intestine or bladder or are carried by the blood flow to 
other parts of the body. A person with 5x:hIstosowtasls 
can have tumors, sores that do not 'neal. Internal 
bleeding, diarrhea, a bloated abclonrien caused by 
accumulated fluids, liver and sp/,een d^amage, and other 
symptoms. Sometimes the eggs can even cause heart, lung, 
and brain damage. Schistosomiasis Is a very serious 
health problem. Even people who havo a mild Infestation 
can feel tired ail the time, be drowsy and unable to 
concentrate on work, have stomach cramps and lose 
weight. While few people die from schistosomiasis, many 
people suffer a great deal because of It and die of other 
diseases because of their weakened condition. Since so 
many symptoms can Indicate schistosomiasis. It can only 
be positively diagnosed when living eggs of the parasite 
are found In a stool or urine specimen, or when some 
other medical test Is performed. 



Clinical Schistosomiasis or btlharzlasls Is a disease that results 

Picture from poor sanitary practices and from the development of 

projects to promote Irrigation and provide hydroelectric 
power. An Itchy rash can develop around the place where 
the parasites enter, or an affected person can have a 
fever and cough for two to four weeks afterwards. A 
person can have tumors, sores that do not heal. Internal 
bleeding, diarrhea, a bloated abdomen caused by accu- 
mulated fluids, and liver and spleen dannage. Even people 
who have a mild Infestation can feel tired all the time, 
be drowsy, have stomach cramps and lose weight. 



Geographical manson I Is found In Africa, northeastern and eastern 

Distribution South American and some Caribbean Islands. jS. baemotob I um 
Is found In Africa and the Middle East. S. Japonlcum Is 
found In China, Japan, Philippines and Sulawesi} In some 
endemic areas more than half of the population Is 
Infected. mekongl Is found In the Mekong River area 

between Laos and Cambodia. jS. Intercalatum occurs In 
parts of West Africa, Including Cameroon, Zaire and 
Gabon. Human Infections with i. bovis have been found 
throughout Africa. None of these species Is Indigenous 
to North America. 
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The composition of any control program will necessarily 
vary according to the emphasis placed upon one or more 
different approaches with respect to local conditions, 
objectives of the control program, available resources, 
and the strategy employed. Three types of control 
measures can be employed. They are: 

• Chemotherapy - This measure reduces the output of 
live eggs from the patient's body and. In doing so, 
diminishes transmission. 

• Snail control by chemicals (mol lusclcldes) - This 
type of control reduces the spread of disease. 

• Control by environmental modification - The advantage 
to this type of control measure Is that permanent 
changes can be made that have a lower maintenance 
cost than other methods of control. 

Chemotherapy 

By killing worms In the treated Individual, this type 
of treatment reduces the risk of morbidity and 
mortality due to the disease (primary control) and 
also enables the patient to recover from ^evers^!)!e 
lesions (secondary control). 

In situations where there are operational constraints 
priority must be given to the heavily Infected or to 
other high risk groups such as school children. The 
recommended drug of choice for the treatment and 
control of cases Is Praziquantel. Alternative drugs 
are oxamlnlqulne for slmansol; Nlrldlzole or 
snetrlfonate for S. hemathoblum; and Nlrldlzole or 
Stlbocapote for S. Japonlcum. 

Snail Control 

Snail control by molluscldes Is a rapid and effective 
means of reducing transmission. Its efficiency Is 
enhanced If Jt Is combined with other methods of 
control. It Is most cost-effective where the volume 
of water to be treated per person at risk Is small. 
Irrigation schemes, In which controlled water- 
management Is practiced and where population density 
Is high* are well suited to cost effective cheantcal 
mol lusclcldlng. The use of mol lusclcldes has the 
following advantages: 
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• the chefflicals can be put In the water by on© agency, 
and a smal I group of poop I e can treat an entire area; 

o the snails are coBipletely, or alnost completely, or 
almost completely, gone for a tlij», so a high level 
of control Is possible} and 

There are some disadvantages to chemical use, however: 

• some chemicals that kill snails also can kill fish, 
or water plants; 

• It Is possible that the snails In an area may 
eventually -become resistant to the chemical used to 
kill them, though this has not happened yet? 

• Improper use of a chemical— putting far too much In 
the water, for example— can be harmful to people; and 

• chemical application must be repeated. 

The following table I Ists the various mol lusclcldes and 
specific Information about them. The choice of chemicals 
depends upon local availability and price. 



Table 1. Mottuscictdes and Their Properties 





BAYLUSCIDE 
(Niclosamide) 


PRESCON 
(N-tritylmorpholine) 


COPPER 
SULFATE 


SODIUM 
PENTACHLORPHENATE 


YURIHIN 


Does It usually 
kill fish? 


Yes 


No 


No 


No 


No 


Does It kill 
plants? 


No 


No 


Yes 


No 


No 


Does It kill 
snail eggs as 
well as adult 
snails? 


Yes 


No 


No 


No 


Yes 


Is It affected 
by sunlight? 


Yes 




No 


Yes 


No 


Is it affected 
by whether the 
water is run- 
ning? 


Yes 


No 


Yes 


No 




What forms are 
available? 


Powder, 
emulsion 


Emulsion 


Powder 


Plakes, pellets, 
briquettes 


Granules 


How soluble is 
it? 


230 ppm* 

(pH dependent) 




32% 


33% 


Very 
slight 



• parts per million 
" how alkaline or acid the water is 



O O 
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Environm ental Control 

Changing local conditions and practices are very 
Important In controlling the spread of schistosomiasis. 
Great progress can be made with Improved sanitation and 
more appropriate Irrigation methods. The following 
measures are extremely useful In control I Ing the spread 
of schistosomiasis. 

9 Educate the people about the disease. Develop an 
education program that adequately" explains the link 
between poor sanitation and the spread of the 
disease. Teach preventive measures. 

• Encourage people to build and use latrines for both 
urinating and defecating. Neither urine or feces 
should ever be passed directly Into a stream or other 
body of water. If health education persists people 
will be aware of the need to use latrines and will 
build them. Instruct families In the use and care of 
latrines so that conditions are sanitary. 

• Make sure that there Is an adequate supply of good 
quality (uncontamlnated) water near the community. A 
protected source should provide sufficient water for 
drinking, bathing and washing ciothes; especially In 
areas where there Is schistosomiasis. People should 
be encouraged to develop good water sources and to 
avoid entering Infected waters. Generally this Is 
easier said than done. 

• Where water supplies are contaminated with schisto- 
somiasis, treatment Is necessary to remove the 
schistosomes. Treatment practices such as boiling 
and chlorlnatlon will kill the parasites In the 
water. 

• Hhere water supplies are provided, measures should be 
taken to ensure that the water does not become 
Infected. Wells should , be properly constructed, 
cased, capped and sealed from surface run-off. 
Springs should be well-capped and latrines should be 
built down hill from water sources and at least 15m 
away. 



; 3^.6 
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Where Irrigation Is used, the following procedures to 
limit and control snails are very Important In 
contro 1 1 1 ng sch I stoson I as I s. 

• Eliminate standing water where snails can breed. 
Level the land to make Irrigation more effective and 
reduce the chances of water forming pools. Standing 
water can also be channeled Into a single pond which 
can be treated with chemicals to destroy snails. 
Small depressions where water can 'collect should be 
filled In. 

• Build adequate drainage facilities. Either open 
ditch drainage or underground tile drains can be 
used. Underground drains are better for control I Ing 
the spread of disease, but are not generally possible 
for rural cwnmunltles because of their cost. Open 
drains Invite snail breeding, but control through 
spraying Is possible. Open ditches which can be 
chemically treated are preferable to many small 
stagnant pools or wet areas that breed snails and 
cannot be treated. Good drainage also Improves croo 
yields. « K F 

• Clean weeds and vegetation from streams and Irri- 
gation ditches. Snails cling to vegetation and 
breed. 

• Provide for Increased water flow when designing 
canals or line canals with concrete to Increase the 
flow In them. Snails cannot attach themselves to 
canal walls when the velocity of water exceeds 
0.3m/second. 

© Provide a system for raising and lowering the water 
level In canals. When the water level falls, many 
snails are stranded on the sides of the canal. Many 
will die or be eaten by predators. 

• Do not use small reservoirs to store Irrigation water 
overnight. These reservoirs quickly become breeding 
grounds for snails and thus for schistosomiasis. If 
overnight storage Is necessary, use a large reservoir 
and make sure It Is drained completely each day. 

• During high snail breeding times, plant crops do not 
require large amounts of water. Attempt to Identify 
that period of time or season when the snail 
population seems to be the greatest. 
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These control aneasures are very Important In stopping the 
spread of disease. They should compieafient a well- 
organized public education program stressing health and 
iRiproved Irrigation practices. People must be educated 
about the problem and definite steps must be taken to 
solve It. Control methods must be adapted to meet 
Individual situations. They must therefore be selected 
carefully for each particular case and sometimes for each 
separate site In order to obtain optimum results for the 
least cost. 

From an operational viewpoint there are tvo essential 
c^Jectlves: 

(1) Control of transmission, usually attempted through 
snail control, provision of satisfactory sanitary 
facilities and water supply, and health education. 

(2) Control of disease and a marked reduction of 
prevalence of human Infection. This may be achieved 
through chemotherapy. 



(From: Water for the World: Technical Hafe No. DIs. 2. M.I) 
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if one of the endeaitc diseases discussed Is malaria, you may choose to 
give to the part Id pant/ lecturer the following table which displays the 
single dose presumptive treatment for analaria with chloroqulne by patients 
age and weight In areas but areas that ACfi and are not chloroqulne 
resistant areas. 

This sheet Is provided purely for informational purposes, the 
participants should not be encouraged to prescribe treatiaent. 



SINGLE DOSE PRESUWTtVE •mEATMENT Of MAL/WtA WITH CHLORO0U»N£ 
BY PATIENT'S AGE AND WEIGHT 



150 MS BASEAABLET DOSE TABLE 





WEIGHT RANGE 


NUtCER OF 


RANGE OF VG 


AGE GROUP 


(KGH) 


TABLETS* 


BASE PER KGM 


Under 6 months 


3.4 - 7.4 ■ 


1/2 


10-22 


6-11 aonths 


7;5- 9.9 


3/4 


11-15 


1-3 yoars 


10.0 - 14.4 


1 


10-15 


4-6 y«ars 


14.5 - 18.4 


1 1/2 


12-15 


7-11 years 


18.5 - 34.9 


2 1/2 


11-20 


12-15 years 


35.0 - 59.9 


4 


10-17 


16 years and over 


60.0 and over 


4 


Varies 



100 MS BASEAABLET DOSE TABLE 





i«EIGHT RANGE 


NUKBER Of 


RANGE OF MG 


AGE GROUP 


(KGM) 


TABLETS* 


BASE PER KGM 


Under 6 iRonths 


3.4 - 7.4 


3/4 


10-22 


6-11 eonths 


7.5 - 9.9 


1 


10-13 


1-3 years 


10.0 - 14.4 


1 1/2 


10-15 


4-6 years 


14.5 - 18.4 


2 


11-14 


7-11 years 


18.5 - 34,9 


3 1/2 


10-19 


12-15 years 


35.0 - 39.9 


6 


10-17 


16 years and older 


60.0 and over 


6 


Varies 



*Chicrcquine is sonetlmes available as a syrup. Syrups usually contain 50 ag 
*4«e of chloroqulne per 5 nl (about 1 teaspocnf u I )- 
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CHLOROQOINE RESISTANT AREAS; 
PRESUMPTIVE TREATMENT OF MALARIA WITW CHLOROQUINE 
BY PATIENT'S AGE AtO WEIGHT 



)S0 M5 BASEAABLET OOSE TABLE 







DAY 1 


DAY 2 


DAY 3 






WEIGHT RANGE 


NUMBER OF 


NUMBER OF 


NUMBER OF 


TOTAL 


AGE GROUP 


(KGM) 


TABLETS" 


TABLETS 


TABLETS 


TABLETS 


Under 6 months 


3.4 - 7.4 


1/2 


1/2 


1/4 


1 1/4 


6-11 inontis 


7.5 - 9.9 


3/4 


3/4 


1/4 


1 3/4 


1-5 years 


10.0 - 14.4 


1 


1 


1/2 


2 1/2 


4-6 years 


14.5 - 18,4 


1 1/2 


1 1/2 


3/4 


3 3/4 


7-11 years 


18.5 - 34.9 


2 1/2 


2 1/2 


1 


6 


12-15 years 


35.0 - 59.9 


4 


4 


2 


10 


16 years and over 


60.0 and over 


4 


4 


2 


10 





100 M3 BASE/TABLET OOSE TABLE 










DAY 1 


DAY 2 


DAY 3 






WEIGHT RANGE 


NUMBER OF 


NUMBER OF 


NUMBER OF 


TOTAL 


AGE GROUP 


(KGM) 


TABLETS* 


TABLETS 


TABLETS 


TABLETS 


Under 6 nonths 


3.4 - 7.4 


3/4 


3/4 


1/4 


1 3/4 


6-11 months 


7.5 - 9.9 


1 


1 


1/2 


2 1/2 


1-3 years 


10.0 - 14.4 


1 1/2 


1 1/2 


1/2 


3 1/2 


4-6 years 


14.5 - 18.4 


2 


2 


1 


5 


7-11 years 


18.5 - 34.9 


3 1/2 


3 1/2 


1 1/2 


8 1/2 


12-15 years 


35.0 - 59.9 


6 


6 


3 


15 


16 years and older 


60.0 and over 


6 


6 


3 


15 



^hloroqulne Is sontatines available as a syrup. Syrup usually contain SO mg bsse of 
chloroqulne per 5 al (about I teaspoonf ul ). Ten to 20 mg per kg of body weight is a safe range 
for ehloroqulne. 



(Source: COC/CCCD Draft Training Haterlais, Delivery of Services: Kalarla, 
pg. 8-9) 

330 

-868- 



Session 41, Trainer Attachment 41B 



Froblea Story 



in a poor village lived a family with a child named SI Rupa. SI Rupa 
was such a beautiful and happy child that everyone who passed the 
house would stop by to lo<* at him. Everyone would say that the child 
was healthy and 'strong. SI Rupa^s mother and father were very poor, 
but they were proud to have such a fine child. SI Rupa»s Rother 
always wanted her child to stay healthy, but she was sometimes 
confused about how to take care of her child. She was never sure 
where to go for advice. 

One day during the rainy season SI Rupa seemed til. He had exhibited 
the following signs. 

- high fever 

- chills 

- sweats 

- vomltting 
•> diarrhea. 

As the days passed, SI Rupa became sicker and sicker. Of course, his 
mother and father became very worried. The PusKesMas Is very far 
away, and besides It has no doctor. Then one day soon SI Rupa passed 
away. All of the villagers felt very sad when they took the little 
boy to be burled, "Hhat made SI Rupa die of malaria, when he had been 
such a strong and healthy baby?" they asked. A few days later, the 
villagers had a special meeting. They wanted to discuss why SI Rupa 
and so many other children In their community died so young. At the 
meeting, they decided to work together to discover the causes of their 
problem and to find solutions. They wanted their village to be a 
happy and prosperous place where the children would grow up healthy 
and strong. 

Two years later there were many changes In the village. It was 
cleaner and the houses and streets had Improved very much. Children 
are given malaria prophylaxis. The people are proud that their 
children are healthy and do not die the way SI Rupa did two years 
before. 



(Adapted from: Bridging the fiap^ 
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IMPR0VIM6 l€ALTN THROUGH SAFE WATER 
AND A aEATSR COMMUNITY 



im TtHE 4 hours 



OVERVIEW Baste sanitation, with an adequate supply of 

safe water. Is one of the eight components In 
primary health care discussed In Session 5 
(Prltsary Health Care). Participants have 
already discussed some specific diseases spread 
by unsafe water, poor sanitation and poor 
hygiene In Session 41 (Treatment, Prevention 
and Control of Selected Endemic Diseases). This 
session focuses on ways to Improve water, 
sanitation and hygiene to prevent these and 
other diseases. Participants apply skills and 
knowledge from earlier sessions to: c^serve 
sanitation and hygiene In the local community, 
discuss ways that hygiene and sanitation can 
prevent diseases, plan sanitation health 
education sessions and discuss ways to motivate 
community Involvement In water and sanitation 
activities. 



OBJECTIVES • To explain how hygiene and sanitation prevent 
the spread of disease. 
(Step 1 ) 

• To plan health education sessions on ways'to 
prevent diseases through safe water, sanitation 
and hygiene. 

(Steps 2-4) 

• To describe ways to motivate cqiimiunlty 
Involvement In water and sanitation projects. 
(Steps 5, 6) 
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Personal Heairn ir;.iq( nn (pea^e Corps) 

pp. 21-43 

Water/Snnltntton — Case stiidi»^ and ^niy^pf; 
ireace corps} 

PmIi-iIs""^*^ ^ — ^ Chapter 12, 

^g'P^"fl — Hfiali± — Workers t ft;^rn Chapter 5. 

PP.7-9; Chapter 7, p. 11; Chapter 24. 

Water Trfisttnent nnd Santtatinn; stmpie utet hrf ls 

of Treatment for Ri,r>,i fi^^m^ 

Community OulturA (^nrft. pp. 206-210. 

Handouts: 

- 42A Sanitary Survey Form 

- 42B Sanitation, Water Quality and 

the Spread of Disease 

- 42C Methods of Improving Environmental 

Health Conditions 

Trainer Attachments: 

- 42A Collecting, Storing and Using Water 

- 42B How to Protect a Spring 

- 42C How to Build a Latrine 

- 42D Taking Care of Your Latrine 

- 42E How to Make a Rubbish Pit and 

How to Make a Compost Pit 

- 42F Guidelines for Safe Food 

- 426 Role Play Instructions 

Newsprint, markers, locally available visual 
aids on sanitation 
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procedure' 



Trainer Note 

Coordinate this session with sessions In personal health, parti- 
cularly health maintenance skills. 

Prior to this session distribute Handout 42A. Tell participants to 
look at sanitation conditions In the area around the training site, 
and ask at least two local people>In the community or on the 
training center staff, to help them answer the questions on that 
handout. Tell the participants that they will be using that 
Information for activities In this session. Review the form with 
the participants to make certain that ail the questions are clear. 
Modify the list to fit local conditions If necessary. Suggest that 
participants also review what they learned about local sanitation 
In their community visit earlier In the training program (Session 
13, Community Analysis) 

Also distribute Handouts 42B and 42C. Ask participants to read them 
before the session, looking for Ideas for sanitation health 
education for the local community. Suggest that they also look at 
Helping Hea Kh Workers Learn , Chapter 5 Pages 5-9j Chapter 7, page 
11 and WhArft Therft Is Mo Doctor. Chapter 12 (Prevention: How to 
Avoid Many Sicknesses). Tell them about the materials available 
free from the WASH (Water and Sanitation for Health). Some of 
these are listed at the back of Water/Sanltatlon and Case Studies 
and Analysis (Peace Corps). Water Treat ment and Sanitation by H. 
T. Mann and D. Williams, available from ICE, provides valuable 
background material on how to carry out water and sanitation 
rwasures. Community C ulture and Care provides a list of questions 
to ask to learn about the cultural setting related to sanitation. 

Locate some locally available visual aids on sanitation and ask two 
participants to arrange them In a display prior to the session. 



Step 1 Discussing Water/Sanitation and Health 

(20 nin) 

Introduce the session by showing the display of 
visual aids on water and sanitation. Briefly 
review the session objectives and ask what 
participants have already learned about water, 
sanitation, and disease In previous sessions. Ask 
a few participants to share what they learned 
about water and sanitation when they did the sani- 
tation survey In the community. Make a list of the 
conditions that they found. Some discussion ques- 
tions to use are: 
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Which situations promote transmission of 
disease? How? 

Are people aware that these conditions or 

practices cause the spread of diseases? 

How could you explain that unsafe water and 

poor sanitation spread disease. In terms that 

people In the community could easily 

understand? 



Trainer Note 

The following problem situations should come out of the discussion: 
drinking water contaminated by animals, human waste, and laundry; 
garbage dumped on the ground; food unprotected from files and 
rodents; people defecating on the ground; latrines left unclean; 
hands not washed before cooking, eating or feeding Infants. 

Make certain that participants have a good understanding of the 
transmission of diseases so that they can explain this In simple 
terms. An example of one simple way to M I ustrate the spread of 
diseases carried by feces Is shown below: 



feces carrying 
disease 




hands 

food 

water 




Worker exposed to 
oonUmnded Ki 



mouth 




Ooos rxx msh hands 
before Mting 



You nay 
diarrhea 
examples 
bring In 
206-210. 



want to refer back to sessions on Immunlzablo diseases, 
and other specific endemic diseases for additional 
of disease transmission, prevention and control. Also 
some of the questions from Community HiiH-iirft and RwrA^ pp. 
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Step 2 Planning Health Education on Sanitation 

(35 min) 

Divide participants Into six small groups. Explain 
that they will be listing examples of health 
education activities they could use to Improve the 
situations they Just described. The targfet group 
for the activities Is the local community. Ask 
them to nole when and how they will Involve com- 
munity members In these cctlvltles, what results 
they expect, and what two activities are highest 
priority. Tell them that they will be exchanging 
their plans with another group for review and 
suggestions, after 30 minutes. 

Have the groups choose (or draw from a hat) one 
problem situation from those listed earlier. 



Trainer Note 

Have partI61pants recall and apply what they learned In Session 14 
(Working With the Community) and Session 21 (Planning Health 
Education Projects). Suggest that they refer to the handouts that 
they read before the session: Handouts 42B (Water Sanitation and 
Disease), 42C (Methods for Improving Environmental Health 
Conditions), 42D (Community Participation In Planning Water Supply 
and Sanitation Programs) Hel ping He alth Work ers Learn ^ and Chapter 
12 In Where There Is No Doctor as well as the sanitation survey 
that they did. Give each group the Trainer Attachments 42 A-F 
related to their problem situation ((k>l lectlng. Storing and Using 
Water, How to Protect a Spring, How to Build a Latrine, How to Care 
for a Latrine, How to Dig a Garbage Pit, How to Dig a Compost Pit, 
Guidelines for Safe Food). Ask them to Incorporate this Infor- 
mation. In their plan and report to the large group. Also encourage 
them to consider using the sanitation visual aids In the display. 



Step 3 Exchanging and Assessing Plans 

(20 mIn) 

Have each group exchange their health education 
plan with another group. Ask the groups to review 
the plans they Just received, looking at possible 
constraints that the health worker might encounter 
In carrying out the suggested Intervention. 
Instruct them to write these obstacles on newsprint 
and briefly discuss their conclusions with the 
group that wrote the plan. 
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Traln«r Note 

Toll then to use the sapae approach to analysis of obstacles that 
they used In Session 20 (Writing Objectives for Health Education), 



Step 4 Group Sharing of Proposed Interventions 

(45 nln) 

Reconvene the large group and have each group 
briefly summarize their assigned problem situation, 
proposed Intervention activities and difficulties 
they ralght encounter In carrying out the 
activities. Post their planning sheets and 
facilitate a discussion around questions such as: 

- Which activities will be easiest to carry out? 

- Which will be most difficult? Why? 

- WIN most of the proposed activities be 
effective In Improving sanitation? Which 
won't? Why or why not? 

- Are there similarities In the obstacles 
Identified for different activities? 

- Are there additional obstacles that we should 
consider? 

- How can we overcome these obstacles? 



Step 5 Role Play on Involving the Community 

(50 mln) In Sanitation Projects 

Explain that they will use a role play to look at 
ways to overcome some of the difficulties Just 
discussed. 

Introduce the role play following the Instructions 
In Trainer Attachment 42G (Role Play Instructions). 
Divide the group Into three teams: A team to 
represent the PCV, a team to represent the vill- 
agers and a team of observers. Give each of them a 
description of their roles and 25 minutes to review 
Instructions and prepare for the role play. 

Have the teams enact the role play using one "time 
out" as described In Trainer Attachment 42G to 
confer with their advisors. 
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Step 6 Processing The Role Play 

(40 min) 

At the end of the role play, facilitate a dis- 
cussion using the following questions: 

Directed at the PC Health Worker Tearai 

- What were you feel Ing cs the PC health worker? 
Did your strategy work? 

- What would you have done differently or would 
have I Iked to change? 

Directed at Village Team: 

- How did It feel to be the villagers? Were you 
able to "get Into" the role? Why? Why not? 

- What Impressed you about the PC health worker* s 
approach? 

Directed at Observers: 

- What role did /ou see the PC health worker 
playing? Was he or she a role model? 

- Do you think It was appropriate? 

- What else did ycu observe? 



Open the session up to general discussion. Focus 
on questions such as: 

- From your discussion of difficulties/cons- 
traints and the role play, what factors may 
affect the acceptance of good health practices? 

- How can you Indicate community Involvement In 
promoting safer water and a cleaner community? 

- hi what ways can you make the tix>st of oppor- 
tunities and skills to serve as role models for 
good health practices? 

- How does cultural understanding and sensitivity 
enter Into the picture? 

- How necessary and useful are Interpersonal 
skills In promoting sanitation/ hygiene? 

- Can you Identify any other knowledge, skills or 
attitudes which would help the PC health worker 
promote sanitation and hygiene? 
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Step 7 ' Session Wrap Up 
(10 min) 

Wrap-up the session by asking participants to 
reflect on the session and determine what was 
significant for them. Have thera summarize the major 
points that emerged and then complete the following 
statement. 

The most Important thing I learned from this 
session Is . . . 

It will help me In the field because. . . 

Have Individual participants share their thoughts 
with the larger group. 



Trainer ^iot• 

Encourage participants to continue learning vocabulary related to 
water and sanitation In which they will be working and more about 
cultural beliefs and practices affecting water and sanitation. 
Because most sanitation efforts require a considerable amount of 
time, there Is little practice In sanitation and water Improve- 
ment In this session other than health education planning. Since 
Volunteers need many of these skills In the fields. It Is 
Important to arrange opportunities during training for them to 
properly carry out the following: 

- Locate, build and take turns In maintenance of a latrine. 

- Examine water sources and where possible take measures to 
protect them. 

- Dig garbage and compost pits. 
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SANITARY SURVEY FORM 

Village Number of Houses/Compounds 

District Estimated Population 

Village Leader Is there a Health Committee? 

Village Health Who is its leader? 

Representative 

Is there a health education program for the village? 

If yes, describe 

Haste Disposal : 

Number of houses/compounds with no excreta disposal facilities 

Number of houses/compounds with excreta disposal facilities 

Describe types of excreta disposal facilities 

Are existing excreta disposal facilities a health hazard? If so why? 

Are latrines individual or communal? 

Are houses spread out sufficiently to site latrines? 

What is the water level during the dry and wet season? 

What type of soil is there in the village (i.e. sandy, clay, rocky)? 

Where and in what manner are garbage and trash disposed? 

Are garbage and trash a problem?" Why? 
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SANITARY SURVEY FORM (Cont'd.) 



Indicators ; 

Are rats and other rodents a problem in the area? 

Are flies, cockroaches, and other insects a problem? 
Other observations ; 
Resource availability and unit costs: 

Availability 



Yes/No 


Unit Cost 


Contractors 




Skilled labor 


/hr 


Unskilled labor 


/hr 


Sand 


/ 


Gravel 


/ 



Availability 
Yes/No 



Cement 
Lumber 

Native materials 
Bamboo, trees 
Brick 
Re-bar 



Unit Cost 
/sack 



/meter sq. 



/each 



/each 



Additional Comments/Observati ons 



^ 1 
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Sanitary Survey Form (Cont'd.) 



Hater sources 
locate on map 


Protected from 
contamination 
yes/no 


Water quality 
taste, odor, 
color, turbidity 


How Is water 
obtained? 
Bucket, pump 
etc. 


Communal 
or private 
source 


What season 
is this source 
us ear ury/wet 


Distance of 
source from 

■ ■cap ' c hAmAC 


COMMENTS 


Wells 
















Springs 
















Streams 
















Ponds 
















Other 

L 

















TJ to 
a o 

«Q (fl 

o v> 
wo 

a* 

w^ 

X 

a 

a. 
O 
c 



> 
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SANITATION, kfATER QUALITY AND THE SPREAD OF DISEASE 




1. Improperly situated pit 
privy contaminates 
water supply 



2. Water is untreated 
belote use 



Waterborne Diseases (Water Quality 
Related) 

In the waterborne diseases, the 
microorganisms which cause the disease 
are swallowed with contsuninated water. 
All but one, Guinea worm, are caused by 
organisms found in human excreta, the 
source of the contamination. The 
infective stage of Guinea worm is not 
from fecal conteimination, but is from a 
tiny larva that develops in a water- 
flea after the larva Is discharged Into 
the water. The larva comes from a 
blister on the skin of a person 
infected with the meter-long adult 
worm. 

Cholera and typhoid fever are the 
waterborne diseases which are most 
feared because, when untreated, they 
have high death rates. However, the 
diarrheas and dysenteries are more 
important because of the Infant deatl 
and huge numbers of illnesses they 
cause. In the developing countries, 

the diarrheas and dysenteries cause 
hundreds of millions of illnesses and 
millions of infant deaths each year. 




3. Disease is transmitted 




The basic transmission of waterborne 
disease Is person to person. The 
microorganisms for infected people con- 
taminate water which is consumed by 
other people. Figure 1 shows a common 
way that water becomes contaminated. 
The contamination of water supplies 
occurs: 

1. VThere latrines and privies are 
located uphill from or very close to a 
water source such as a spring, stream, 
pond or well. Liquids carrying the 
organisms seep from the latrines into 
the water supply. 
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2. Where privy pits, soakage pits, 
or sewage absorption systems penetrate 
the water table of an aquifer located 
near the surface and shallow wells and 
springs whose water comes from the 
aquifer are contaminated. 

3. Where wells and springs are 
unprotected so that surface run-off 
enters these water sources. The run- 
off after rainfall carries disease- 
causing organisms into the water 
source. 

^. Where sanitation Is poor. If 
people defecate on the ground or In 
bodies of water rather than In safe 
latrines or privies, disease-causing 
organisms can get Into water supplies. 

5. Where Guinea worm occurs, water 
is contaminated when the skin of an 
infected person with a blister caused 
by the worm is immersed in water and 
great numbers of larvae are released 
into the water. Some of the larvae are 
eaten by tiny water fleas (Cyclops). 
The larvae In the water fleas grow, 
shed their skins, and become infective. 
When a water flea containing an infec- 
tive larva is drunk with water from the 
contaminated source, the little worm is 
transmitted to a new person where it 
grows to maturity under the skin. 



Water-Washed Diseases (Water Quantity 
and Accessibility Related) 




1. Wofker exposed to 2. Does not wash hands 3. Disease is transmitted 
contaminated soil before eating 



V^gure 2. Transmission of Water-Washed Diseases 



1. When a water supply produces 
insufficient quantities to meet 
peoples' needs or when the water supply 
is located at a distance from the 
users. The availability of only small 
amounts of water makes the practice of 
good personal and household hygiene 
difficult, or even impossible. 



2. When feces are not disposed of in 
a sanitary way. Uncovered or unpro- 
tected latrines or stools passed on the 
ground are breeding places for flies 
and sources of bacteria. Bacteria and 
viruses are passed from feces to people 
by flies, contaminated fingers and 
food. Pood contamination with sal- 
monella quickly grows great numbers of 
the bacteria. When eaten, the food 
causes food-poisoning diarrhea with 
life-threatening consequences, espe- 
cially for small children. 

3« When people are Ignorant of the 
need for personal hygiene and, for 
whatever set of reasons, either do not 
bathe frequently or use the same water 
and towels to wash more than one per- 
son, then trachoma and conjunctivitis 
are passed around within a family or 
other groups living together and sca- 
bies get passed from the skin of one 
person to the skin of another. 



Water-washed diseases are diseases 
whose transmission results from a lack 
of sufficient clean water for frequent" 
bathing, hand washing before meals and 
after going to the toilet, and for 
washing clothes and household utensils. 
Several common diseases fall into this 
category. Shilgellosis (bacillary 
dysentery), salmonellosis (food 
poisoning), trachoma, and scabies are 
all diseases that can be passed by 
direct contact between people or by the 
direct contamination of food by dirty 
hands or flies. Figure 2 shows one way 
water-washed diseases are spread. The 
diseases in this group are transmitted: Q a 
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Sanitation-Related Diseases (Fecat 
Polluted Soil Related) 

Sanitation-related diseases are spe- 
cifically those that are transmitted by 
people lacking both sanitary facilities 
for waste disposal and knowledge of the 
need to dispose of wastes in a sanitary 
manner. The infective sUJge of the 
worm which causes those crTseases de- 
velops in fecally contaminated soil. 
The most common diseases in this cate- 
gory are hookworm and roundworm. 

Hookworm larvae develop and live in 
damp soil that has been contaminated 
with feces containing hookworm eggs. 
They penetrate the bare feet of people 
walking or standing on the infected 
soil. See Figure 5. Entrance can also 
occur through the hands or other skin 
areas. 

Roundworm or ascariasis is trans- 
mitted by swallowing eggs which have 
become infective by developing on 
polluted soil. The eggs are eaten by 
children who play on the infected soil, 
drop food on the soil and then eat it, 
or eat froin dirty hands or eat con- 
taminated raw vegetables. 

Both diseases occur: 

1. Where there are not latrines and 
the soil is polluted, where latrines 
are not sanitary or where they are not 
used. 

2, Vfhere fresh untreated feces are 
used as fertilizer. 



3. Where people are not educated to 
wash their hands before eating. 
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a. Hookworm is transnnKed through the feel of people walking barelooi in 
contaminated sal 




b Roundworm is often transmitted by contaminated flies which land on food 



Figure 5. Transmission of SanKatlon-Related Diseases 



Many times pigs. 009$. chickens, and other jnunalt spread mtesiinal disease 
a.->d worm eggs. For example 



A man with diirrhei 
orvrarmshasabowel 
movement behind his 
house. 




A pig ealt hit stool, 
dirtying its nose and 
feel. 



Then the pig goes inio 
the house. 




In the house a c is playing on the floor. 
In this way, a bit ut the man's stool gets 
on the child, 100. 




Laier the child starts 
to cry.ahd 
mothei takes 
him in her 
arms. 




Then the mother prepares 
food, forgetting 10 wash her 
hands after handling the 
child. 




The family eats the food. 
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Water for the World 



Methods of Improving Environmental 
Health Conditions 
Technical Note No. DIS. 1.M.2 




The Improvement of people's health 
may require that certain changes be 
made in the environment. Local con- 
ditions which contribute to the 
transmission of disease must be changed 
or eliminated. Water supplies have to 
be protected, improved or treated. 
Methods for the sanitary disposal of 
wastes must be used, insect vectors 
must be controlled, destroyed or 
guarded against, and educational 
programs must be instituted to make 
people aware of the need to prevent 
disease and teach them how to do so. 

In the technical note, "Means of 
Disease Transmission," DIS.l.M.l, 
several categories of diseases were 
outlined and the specific mode of 
transmission of each was discussed. 
This technical note describes measures 
that can be taken to prevent the 
spread of water- and sanitation-related 
diseases. 

N 

Useful Definitions 

HABITAT - A region or area where a 
plant or animal grows, lives or is 
ordinarily found. 

SPILLWAY - A channel built to control 
the level of water in a dam reservoir; 
flood water Is drained from a dam 
through spillways. 

VECTOR - An animal or insect that 
transmits a disease-producing organism 
^rom one host to another. . ^ 

Waterborne Diseases (Water Quality 
Related) 

Waterborne diseases are those which 
are spread when the microorganisms 
causing them are consumed with con- 
taminated water. Several methods of 
preventing water contamination and for 
improving the quality of water can be 
used. The need to biologically test 



the water for evidence of fecal con- 
tamination is of great importance. 
Water can be tested by collecting 
samples and taking them to a central 
laboratory or by performing tests in 
the field using special kits. (These 
methods are discussed in "Taking a 
Water Sample," RWS.3.P.2 and "Analyzing 
a Water Sample," RWS.3.P.3.) 

In some locations, there may not be 
a way to test water because of long < 
distance to testing laboratories and 
lack of field equipment. If testing is 
impossible, the assumption that the 
water is contaminated should be made if 
conditions at the water site are such 
that the source is not fully protected. 
Furthermore, measures to improve those 
conditions and prevent the soread of 
disease should be assumed to be needed. 
The following measures are important 
for improving local environmental con- 
ditions. 

e Make sure that people have and use 
sanitary latrines. The community mem- 
bers should be educated about the need 
for latrines and how their use can 
reduce the spread of serious disease. 

• Educate the people in where to 
locate latrines and how to construct 
them properly. All latrines should be 
located at least 15m from the nearest 
source of water. They should be at a 
lower elevation than the water source 
to ensure that contamination through 
seepage is prevented. See Figure 1. 




20m - 

(tdi*"*"" Privy should be downilream 

^ and at lower elevation 

^ than water supply 
Figure 1. Proper Location of Privy 
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• 



• Be sure that the pit does not 
puncture an aquifer. Latrine seepage 
that enters an a'qulfer can contaminate 
ground water (wells) and spring water 
supplies. 

• Protect all wells and springs 
against contamination from surface run- 
off. Cap springs with spring boxes. 
Finish wells .with a well head. Hake 
sure that the well shaft is cased with 
concrete rings, pipe or brick. No sur- 
face water should seep into wells. See 
Figure 2. 



• Control the breeding of flies by 
disposing of garbage and animal manure 
in a sanitary manner, and covering 
latrine openings when not in use. All 
community garbage should be disposed of 
in a sanitary landfill, while indivi- 
dual disposal can be achieved by dig- 
ging small pits where rubbish can be 
burned and garbage buried. See Figure 

To control Guinea worm, eliminate 
all step-wells where the skin of water 
carriers can come into contact with 



r 




Sealed core! 



Sealed spring box 



Cover sloped to deflect 



r f p . ,', Concrete slab and 



overflow 



Concrete splash 



• - Wen casing . 




Soiled 
mounded to ' »^ 
direct ground water 
away tram spring 



a.We0 



b. Spnng 



V^FIaura 2. Proper Protection ol Water Supplies 



• For surface sources', especially 
those providing large quantities of 
water, set up an intake that allows for 
filtration of water before it enters 
storage. Filtration may not be suf- 
ficient to purify water and some form 
of treatment may be needed. 

• Provide for treatment (further 
filtration or chlorination, for 
example) to purify water if needed. 
For household supplies, water-can be 
boiled or chlorinated and stored in 
clean containers. 



the water in the well thereby permit- 
ting the release of worm larvae into 
the water. Treat all water taken from 
open ponds or wells that might be con- 
taminated with Infected water fleas by 
filtering, chlorinating, or boiling it 
before drinking. These treatments will 
kill the larvae before they can infect 
a person. 

Water-Washed Diseases (Water Quantity and 
Accessibility Related) 



These diseases are ones which can be 
O A <-^ ooo prevented by the provision of suf- 

flclent quantities of safe water. To 
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Kmp animals away 
tram dwelling and 
animal pens dean 




iKlil' 




Saeen dwelling 
openings 









iffliJriTTnnii 

iffifiilUlil 
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-Bu(y 



household gaibage/ 



a. Control the Breeding ot Ries 



/ 




1 C 



Cleafi elabs daily 
b. Cover Latrine Openings TighUy 



ure 3. Proper Disposal ot Wastes 



prevent th** spread of water-washed 
diseases, people should be educated and 
motivated to practice personal and 
family hygiene. Washing of hands, and 
bathing In clean water are very Impor- 
tant. Clothes and dishes should also 
be washed to ensure that skin diseases 
are not passed to people by con- 
taminated hands, clothing, or utensils. 
The same wash water should not be used 
by more than one person. Common use of 
towels should be avoided. 

In order to Improve hygiene prac- 
tices, sufficient, convenient quan- 
tities of water are needed. A method 
of developing a water supply of suf- 
ficient quantity, adequate quality and 
easy accessibility and reliability 
should be chosen with the involvement 
of the community. The source should be 
well-protected to prevent contamination 
of the water supply. 

Water-Contact Diseases (Body-of-Water ' 
Related) 

Water-cpntact diseases are those 
which people get from having skin con- 
tact wi*yn wa^.er containing larval 
worms. There are both environmental 
and chemical means for controlling the 
spread of water-contact diseases. 

Schistosomiasis is the major disease 
in this category. Schistosomiasis is 
controlled by breaking the chain of 
transmission at several points. The 



following measures should be followed 
when attempting to control the spread 
of schistosomiasis. 

• Encourage people to build sanitary 
facilities and use them. If the eggs 
In the feces and' urine do not reach 
water they will die, preventing the 
infection of the snails. This method 
is useful but is only truly successful 
if everyone uses latrines for both uri- 
nating and defecating. Assurance that 
everyone over a large area would use 
them is impossible. Therefore, this 
method must be combined with a reduc- 
tion of the snail population and by 
limiting human contact with infected 
waters. 

• Reduce the snail population. In 
irrigation schemes, drainage ditches 
are better environments for snails than 
irrigation canals. Where drainage 
dftches are necessary, they must be 
treated regularly with chemicals that 
kill snails. When canals are built, 
line them with a smooth surface like 
concrete and provide for a rapid flow 
rate. Smooth surfaces are not attrac- 
tive to snails and a fast flow of water 
removes them. 

• Maintain the banks of all irriga- 
tion canals and bodleg of water. 
Vegetation slows water flow and pro- 
vides a good environment for snail 
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growth. -Keep vegetation and weeds away 
from canals and beach areas. See 
Figure «l. 



r 



I \ Clear we«da 
and brush 
from area 




yF lgura 4. Chemical and Environmental Control of Schistosomiasis 

• Drain large standing pools of 
water and fill in swampy areas to pre- 
vent the snails from breeding. Wher- 
ever possible, avoid the creation of 
small reservoirs or pools of water. 
These environments are very attractive 
to snails. 

• Use chemicals that kill onalls 
mollusclcldes. They are quite effec- 
tive in controlling the snail popula- 
tion. Local spraying is the common 
method of applying mollusclcldes to 
water and is quite successful for 
irrigation projects. See Figure i\. 
Aerial spraying has also proved effec- 
tive in many places. The application 
of mollusclcldes is less successful in 
large bodies of water because the water 
volume dilutes the mollusclcldes. Only 
if a specific local site on a large 
water body Is treated with chemicals 
will success be achieved. 

Swimming, bathing and clothes 
washing in Infected water should be 
avoided. Whenever possible, houses and 
settlements should be located away 
from infected waters. In all settle- 
ments, both new and existing, potable, 
piped water systems should be devel- 
oped. Safe water should be provided 
In sufficient quantities for drinking, 
bathing and washing. 
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Water-Related Insect Vectors (Water 
Site Related 

Diseases that fall into this cate- 
gory are caused and spread by Insects 

^" '^amp, high 
humidity environments near water 
sources. Several measures can be 
taken to control the populations of 
mosquitoes, tsetse flies, and 
blackflles which upread malaria, 
yellow fever, sleeping sickness 
(trypanosomiasis) and river blindness 
(onchocerciasis ) . 

Control of virtually all these 
diseases involves the elimination of 
the mosquitoes and flies through 
environmental or chemical means. 
Although the application of both 
aerial and ground spraying of insec- 
ticides has proved very effective, 
there arc questions about the environ- 
mental effects of using them on a 
large-scale for a long time. Chemical 
control Is sure to continue, but other 
methods should also be incorporated 
into vector control plans. 

• Control of the tsetse fly which 
transmits sleeping sickness can be 
achieved by changing the environment 
where flies breed. One method Is bush 
clearing along water courses and 
around villages. An attempt should be 
made to use cleared areas for per- 
manent agriculture or settlement and 
thereby keep the land clean of bush. 

• Blackflles, which spread river 
blindness (onchocerciasis), breed In 
rapidly flowing rivers. Chemical 
means are the best control for 
blackflles but some alternative 
measures can be developed. When dams 
are built in fast-flowing streams and 
rivers, the upstream lakes cover the 
rapids and destroy the breeding areas 
of the blackfly. Spillways should be 
built on the vertical face of the dam 
to avoid creating a new breeding place 
for the flies. ^ ^ 

Mosquitoes transmit both malaria 
and yellow fever. The control of 
these Insects is important both on a 
large-scale and an individual house- 
hold basis. 

Large-scale measures other than 
spraying chemicals Include the 
draining and filling of wet, swampy 
places where mosquitoes breed. 
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Smaller-scale and Individual measures 
should also be taken to control the 
breeding of mosquitoes. All possible 
standing water where mosquitoes could 
breed should be covered. Water 
storage Jars and wells are par- 
ticularly attractive breeding places 
for mosquitoes. Standing water In 
gutters should be removed and gutters 
should be sloped to remove water. At 
well sites, do not permit water to 
pool. Some sort of drainage should be 
built to move water away from the site 
and measures should be taken to pre- 
vent pools of water from developing. 
Remove any garbage where pools of 
water can collect and cover latrines 
so that mosquitoes cannot breed 
inside. Figure 5 shows some indivi- 
dual preventive measures. 



Sere«n doofs and windows 
to pr«v«nt flies and othor Insects 

^ from Bntoiing 

Covarlood or protect it 
with screening 




\J1flUf» 5. Individual Pfeventlve Measures 



These measures, coupled with 
spraying and a program of health, edu- 
cation will greatly help reduce the 
growth of the mosquito population. 

Sanitation-Related Diseased (Fecal 
polluted soil re]ated) 

Diseases In this category, such as 
hookworm and roundworm, are a direct 
result in fecal pollution of soil and 
the lack of knowledge about good 
hygiene practices. These diseases can 
be controlled by relatively simple 
environmental improvements. 

• Educate people on the need to use 
latrines and train children to use them 
at a very early age. Diseases are sure 
to be spread where human wastes are 
deposited on the ground or in rivers 
and streams. 



• Make sure that all latrines have 
covers to prevent Insects from breeding 
in the latrine pit. 

• Provide sufficient quantities of 
water to ensure that people can prac- 
tice personal hygiene. Hake sure that 
people understand the need to wash 
their hands before eating and after 
defecating. 

• Develop ways to keep flies off 
food. Screen areas where food is 
stored. Spraying the home periodically 
will keep flies and cockroaches away 
from food. 

• Keep animals from entering the 
home and from coming into close contact 
with young children. Feces from ani- 
mals can also spread disease. 

Summary 

if^ethods for controlling the spread 
of disease range from very simple and 
inexpensive family-oriented approaches 
to large-scale, more expensive com- 
munity, regional and national programs. 
The choice of method will greatly 
depend on the circumstances, the 
problems to be remedied and the re- 
sources available. Generally, no 
single method will prove sufficient and 
a combination of methods is necessary. 

The simplest methods of control are 
those which can be instituted by the 
construction of simple water systems 
and sanitary waste disposal systems. 
These systems are discussed at length 
in the technical notes on rural water 
supply and sanitation. See "How to Use 
Technical Notes," HR.G, for a full list 
of technical notes c 

No successful control program can be 
developed unless people are educated 
about the need for a system. A 
thorough health education program must 
be developed so that people recognize 
the problem themselves and are stimu- 
lated to search for the appropriate 
solutions. Community participation is 
discussed in greater detail in the 
technical notes on human resources. 
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Collecting, Storing, and 
Using Water 



In this session you will learn how water gets dirty. Look at these 
pictures These pictures show different places people get water. What 
sources of water do people use in your community? 
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Here are some things that mother can do so her child gets clean water. 




Mother should wash her hands Mother should wash the bucket 
before picking up the bucket before collecting the water. Then 

she will not make the water dirty. 




Mother should wash her hands Mother should also wash the 

bucket before filling it with water. 
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Mother should cover the bucket 
Then the water will not get dirty 
when mother is carrying the water, 



Mother should wash the storage 
vessel after she gets home. Mother 
should also wash the scoop she 
uses to take out the water. 





Mother should cover the water to 
make sure that the water does not 
get dirty. Mother should also cover 
the scoop. 



Mother should wash her hands 
before giving the water to her 
child 
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Mother should also wash 
the cup for her child 



If mother takes such good care^ 
then her child will stay healthy. 
Her child will not get diarrhea 
often. 



Why Must You Wash Your Hands? 



You must wash your hands so that 
your hands are cleaa If you prepare 
food for your child with clean 
hand^ your child will not get ilL 




You can make other members of 
your family ill by cooking with dirty 
handa You can also make yourself ill by eating with dirty hands. 
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When Should You Wash Your Hands? 

You should wash your hands as often as possible. You must always 
wash your hands with soap and water 

After going to the toilet 
After cleaning your child's toilet 
Before preparing food 
Before feeding your child 
Before eating food 

Before taking water from the storage vessel 



How Should You Wash Your Hands? 

You should wash your hands with soap and running water, You can 
have running water by asking someone to pour water for you You 
should wash your hands well with soap. Put soap all over your hands 
and wrista Clean your nails well with soap and clean water. Also keep 
your nails short ^ 




(From: MEOEX. "Clean Water and Clean Community." No. 32, pp. 7-15.) 
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How to Protect a Spring 




Materials you can use: 

Stones or boulders 

Bricks 

Cement 



Rough and fine sand 

75 mm PVC or galvanized pipe 

Poles for covering the tank 



Protecting the Spring 

1 . Dig around the source of the water until you reach the rock forma- 
tion. Dig until you find the eye of the spring. 

2. Clean mud, weeds, and other debris from around the eye of the 
spring. 

3. Make mortar from cement; sand, and watet 



357 



-899- 



Session 42, Trainer Attachment 42B 
Page 2 of 2 



4. Place stones or bricks with mortar on the rocks around the eye of 
the spring. Continue building around the eye of the spring until it is 
covered in a dome 

5. Leave a small opening for a pipe. Place the pipe in the opening. Seal 
the opening with mortan Place the pipe about one half meter 
above the ground so you can collect water from the dome 

6. If you want to also build a tank place the pipe about 50 mm above 
the ground This pipe will carry the water into the tank. Cover the 
pipe with stones and mud so children cannot break the pipe 

7. Build the tank with stones or bricks, and mortan Build the tank 
downhill from the spring 

8. Make a cover for the tank with poles, stones, and mortar; 

9. Make an outlet from the tank high enough to collect water. Fix a 
pipe and a tap if necessary. Seal the pipe with mortat Also make an 
overflow with a short piece of pipe about 200 mm from the top of 
the tank. 



Rain water can make the spring 
dirty. You should ask people in the 
community to keep the area above 
the spring deaa Fence the area 
above the spring. Then animals 
and people will not dirty the area. 




(From: »€DEX. «CIean Water and Clean Conwiunlty." 
No. 32, pp. 19, 33-34.) 

-900- 



Session 42, Trainer Attachment 42C 
Page 1 of 4 



How to Build a Latrine 



Mapontso Motsapi built her latrine with what she had in her yard You 
do not need special things to make a latrine You can build a latrine 
with the materials you may have Here are some simple steps you can 
take to build your latrine 

1. Finding Materials to Use 

You can use reeds, grass, bricks, stones, mud, cement, split poles, 
branches, or other materials that are available in your community. 

2. Deciding Where to Build Your Latrine 

Build your latrine at least 6 meters from your house Build your 
latrine at least 30 meters from any water source Always build your 
latrine downhill from the water source 
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3. Digging the Pit for Your Latrine 

Dig a ho).^ 1 meter long and 
1 meter wide The hole should 
be 3 meters deep. Make the 
hole or the pit smaller at the 
bottom than the top. The sides 
of the pit will slant ia Then the 
pit will not cave ia Line the pit 
and the sides with stones if the 
soil is sandy or unstable 





4. Making the Floor 

You can make the floor with 
wood, branches, cement; mud, 
poles, or other materials that 
are available in your community. 
Use the soil you have dug out of 
the pit to raise the floor of the 
latrine Then rain water will not 
go into the pit Leave a hole in 
the middle of the floor and 
above the pit Seal the pit with 
mud, clay, or mortar all around 
so no light enters the pit 
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5. Making the Seat or the Squatting Stones 

You can make a seat or squatting stones with materials that 
are available Remember to make a cover for the hole Make 
a long handle for the cover of a squatting latrine 




6. Building the Walls 

Make the walls with materials you have The front wall 
should be2 meters high. The back wall should be a little 
shorter. The roof of the latrine 
will slant down from the front 
to the back. 



7. Ventilating the Latrine 

Leave an opening between the 
walls and the roof for ventila- 
tioa This will help make the 
latrine less smelly. 
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8. Fixing the Door 

You can make a door that is fixed or hung from the top. You can 
use hide, plastic sack, or other materials that are available Youca 
also make a ddor that is fixed from the side You can use boards, 
thatch, thin branches and leaves, or other materials that are 
available Remember not to let any light into the pit of the latrine 
Always cover the hole when you are not using the latrine This 
stops flies from entering and living in the latrine 
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Taking Care of Your Latrine 




For your good health keep your latrine cleaa Flies will not live and 
breed in a clean latrine. A clean latrine will also not smelL Here are 
some steps you can follow to keep your latrine cleaa 

1. Keep the seat^ walls, and floor of your latrine clean This stops flies 
from living in your latrine. 

2. Cover the hole of your latrine when you are not using the latrine. 
Teach your whole family to do this. 

3. Seal the pit carefully so there are no cracks. This stops light from 
entering the pit Without lights flies cannot breed in the stooL 

4. Make sure your latrine is not a nuisance to your neighbors. 

5. Use the latrine until it is full to about one half meter from the top. 
Remove the walls, floor, and seat if possible Cover the top of the 
pit with soil Mark the area Dig another pit and build another 
latrine. The pit can take about five years to fill if used by one family. 

6. Twelve months after you cover the pit, you can dig up the pit and 
use the soil as fertilizer Use the fertilizer on the vegetable garden 
or spread it on the fields just before plowing. 



(From: MEDEX. "Clean Hater and Clean Community." No. 32, pp. 32) 
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How to Make a Rubbish Pit 




1. Locate the rubbish pit at least 10 meters from any water source. 
Dig the rubbish pit downhill from any water source. 

2. Locate the rubbish pit at least 1 0 meters from your house 

3. Dig a hole 1 meter by 1 metet Dig the hole about 1 meter deep. 
Slant the sides of the pit towards the centec 

4. Throw rubbish into the pit Cover the rubbish eveiy day with soil 
to stop flies and other insects from living in the rubbish. 

5. When the pit is full to about 200 mm from the top, cover the pit 
with soiL Dig another rubbish pit 
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How to Make a Compost Pit 






1 . Locate the compost pit in or near the gardea The compost pit 
should be at least 10 meters from your house: 

2. Locate the compost pit at least 5 meters from a water source. Locate 
the compost pit downhill from any water source 

3. Dig a hole 750mm by 1.5 meters. Dig the hole about 1 meterdeep. 

4. Make a layer of dug soil of about 100 mm at the bottom of the pit 

5. Throw vegetable matter on top of the layer of soil Vegetable matter 
can be grass, weeds, or waste from the kitchea You can also throw 
cattle manure into the pit When the vegetable matter is250 mm 
deep, add another layer of 100 mm of soil 

6. Keep the compost pit moist Do not soak the compost pit 

7. Turn the contents of the compost pit every two months in the 
summer. Turn the contents of the pit every three months in the 
wintec 

8. Cover the pit with soil when it fills up. Mark the position of the 
compost pit 

9. You can use the contents of the compost pit as fertilizer after six 
months 

(From: MEDEX. "Clean Water and Clean Community." No. 32, p. 35) 
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GUIDELINES FOR SAFE FOOD 



1. When you purchase, prepare and serve food. It Is Important to? 

- Select good quality food. Food should smell fresh, come from a 
clean source, be protected from files and dirt and have a fresh 
attractive took and color. 

- Keep yourself clean. 

- Keep the cooking and eating area clean* 

2. Food can become unsafe to eat If It Is: 

- Served by a person carrying disease germs 

- Served In soiled dishes 

- Eaten with dirty utensils and hands. 

3. Keep everything clean. CI etn 1 1 ness helps to keep away disease germs. 
Clean food Is likely to be safe food. ^ 

4. When preparing foods: 

- Store them for a very short time. 

- Prepare In clean containers. 

- Coc^ thoroughly. 

- Serve Immediately. 

- Don»t save leftovers unless you can put them In clean, covered 
containers In a cool place. 



(from: A Training Mamml ti^ Appropriate Technolfyiy , 
Attachment ll-1-B p.9.) 
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ROLE PLAY INSTRUCTIONS 



Setting: Front yard of a PC health worker's house. The PCV Is building a 
fire under a large kettle of water which he or she Is boiling to purify It 
for use In drinking and cooking. The PC health worker bolls water on a 
weekly basis. 

WalH'r.g along the road are two vl i lagers who notice the PC health worker 
and stop to find out what he or she Is doing. 



Role Description and Instruct ions for Village Ta^n^ 

You represent two villagers who are walking along the road In front of the 
PC health worker's house as you've done many times. You are curious about 
the PCV In general and are particularly Intrigued now because this Is the 
third Sunday in a row that you have noticed him or her boiling a large 
kettle of water In fronf of the house. The PCV does not appear to use the 
boiled water to cook anything, rather, he or she puts the water Into 
bottles which are taken Into his or her house. In the village a 
comblnat.on of wood, dung and straw are used as fuel for cooking. Wood Is 
costly ah<i you cannot understand why the PCV uses so much wood for water 
boll Ing. 

Select two people to represent the vl I lagers. As a group, decide what 
questions the villagers should ask the PCV. Ask relevant questions 
regarding the wastage of wood and how the PCV knows the water Is contami- 
nated, etc. 

"lime Out." During the course of the role play the two villagers as a 
unit may halt the action once to confer with the rest of your team 
regarding questions and comments to be posed to the health worker. 
Conferences are I Imlted to 90 seconds. 



Instructi ons for Observers 

Your task Is to observe the Interaction between the PC health worker and 
the two villagers In this role play. Pay particular attention to how the 
PC health worker answers the vll lagers questions, what explanation s/he 
gives, and his or her general role In the Interaction. Record your obser- 
vations and be prepared to discuss them In the group discussion which will 
fol low the role play. 



Alternative Topics 

The Volunteer Is: 

- screening windows to keep mosquitoes and files out 

- keeping small animals fenced In 

- regularly sweeping the yard, cutting brush, and draining stagnant 
pools of water outside the home 

- constructlng/malntalnlng/using a latrine 

- was:ilng hands after toileting and before eating 

- disposing of garbage In a sanitary manner (using a sanitary dump site, 
composting, etc.) 

-911- 3R7 



Bfbi ti^raphy 



Aarons, Audrey and Hawes. Hugh. Chrid to ChiiH. London: MacMI 11 gn Press 
Ltd., August 1979. 

Abbatt, F. R. Teaching for Better Iflarnlnfft A fin ida ^nr r^^rh^r^ 
Primary Health Care Staff . Geneva: World Health Organization, 1980. 

Academy for Educational Development, Inc. Mass Mflriia and Hflait^, 
Practices; Project fmplemgntatlon . Washington, D. C: United States Agency 
for International Development, Document #8. 

Agency for International Development. Proceedings of tha Int^rnatlnnq i 
Conference en Oral Rehvdrat Ion Therapy (ICQRT) . Washington, 0.0. : Agency 
for International Development, 1983. 

J!!?!'^?:^. Ptarrhea Dlalogtie . Issues 1-15. Dakar, London: Ahrtag, 
1981-1984. 

American Home Economics Association International. The FamMy Pianntnn 
Project. Working With Viliflflf ^rs. Washington, D.C: Peace Corps, 1983. 

American Public Health Association. "Community Participation." Primary 
Usslih — Care Issues Series. Washington, D.C: International Health 
Programs, 1983. 

American Public Health Association. Community Health Frinoatlon tn 
Developlno Countries. Washington, D.C: Peace Corps, September 1978. 

Appropriate Technology for Health. Health Fri..ra tton MAthnHc 
Material*;. 

Appropriate Technologies for Development. Breastfeflrimg/Wpantn g 
Washington, D.C: Peace Corps. " 

Benenson, Abram S., ed. Control of Commimirah ie DtsaasBs in Man . 
Washington, D.C: The American Public Health Association, 1980. 

Briscoe, John. "Water Supply and Health In Developing Countries: 
Selective Primary Health Care Revisited." ICQRT Proceading .^. Washington, 
U.O.: U. S. Agency for International Development, 1983. 

Brown, Judith E., and Brown, Richard C. Finding +he Pauses of nhtin 
Malnutrition; A Communltv Handbook for D evftlnping Coiintrifl*; . Atlanta: 
Task Force on World Hunger, 1979. 

Brown lee, Ann T. Communltv. Cultura, an d Car»» A nross-Ciiltiirai Rut^ ^ f^ r 
Health Worker ». .St. Louis: The C. V. Mosby Company, 1978. 

CARE. Nutrition Plannl no in the Developing World . Washington, 0. C: 
U.S. Agency for International Development, 1976. 



388 

-913- 



BIbl Fography, Page 2 



^32. """'"S+o". D.C.: Aae^ for l„Uru^,^,SDi^^S!^J!^e: 

^milhlT. iSm!'"' ■™' "raft Trnlnlnn Mnrti.ln.. Atlanta: 

Ceirters for Disease Control. 6uln«. w.r.n n.^.^^^ „|3„^3, gpg^ 

S;St": 'SSphs' wll. Pr»y.ntlon Of H^lnrln InTmnlrir,. 

K«MiXT^.C?:' •Peacfr^3.^^°^"'"'' ""'^^'^^"^"^ 

Si?l5'Ed!;:^?Sn/?979!^'"°^'" P^V^'fV'nd ^vMimtlon. New York: 

?^ilnl|: ISmonreieS-lST S?^ "'"""^ ' '^ "'"'^V "^ "' t h I n fl frl r g . 
Ty;hnlc; i T^orY No. Wash Inglon.. oT'.m. iggi?^" " 

■"«tri. cf meS; f!r ? lrn^lS :: rg S^»fer^- 




-914- 



Bibliography, Page 3 



, ^' Concgpts and issiiffs in Fflmtly Plnnnfnq . Chapel Hill: 
Program for International Training In Health, 1984. 

Eshuls, Jan and Manschot, Peter. Communtrah le Dlseacjfl*;. a Manual fnr 
loit Health WorkftPff . Nairobi: African Medical and Research Foundation, 

The Farallones Institute Rural Center and CHP International, Inc. A 
Training Manual fn AoDroDrlatft Communti-y Tftr^ h noio^yi An intflnra+oH 
Apprpach for Training nflvelopmant Far 1 1 iff i torf "-M-jt-n. P r ' Poxo 
Corps, 1982. 

Flat, Pan Is. Field Prooranune ManaoP>mftnt» Fnori « n d Nu+rn-i«n Courj^fl Rnnk , 
Rome: FAO, 

Gibbons, Gayie and Griffiths, Marcla. Program Artlv ttles fnr imp rnufnn 
Meaning — Practices . Geneva: World Federation of Public Health 
Association, 1984. neoixn 

Graltcher, Philip. A Manual for Basic Asse«;sment of N..trt + ion sta+..c in 

Potential Crisis SH-iia-Hnnc. A-H».n4-^T H^*^, 1991 , 

Green, Lawrence W., Kreuter, Marshall W., et. al. Health Frinra+t^q 
Planning; A Dlagncstlc Approf i rh . Palo Alto: Mayf lei d Pub I Ish I ng Company, 

Mai^cla. Grcwth Men Iter Inp fanfl Tfirf . Washington, D.C.: APHA, 

Griffiths, Marcla and Avlla de Halls, Patricia. Internatinnal Mn+rttf^ n 
Ccmniunlcatlon — Service — Consul tant Report Series ; Dominican Republic. 
Newton: Education Development Center, inc., 1984. 

Educational Handbook for Health Pflr«;nnnft| . Geneva: 
World Health Organization, 1981. 

Sfl!"?.' .5!^®' Pretesting Conimwnl<7n tlon Materials with Speniai Fmnhasis nn 
Child Haaith Mni-rttlffn FfltTntlrm Rangoon: UNICEF. ^'"i im^i^ rn 

Hesperian Foundation. Health Education Tratntng Mn^p| Washington, D.C.: 
Peace Corps, 1983. 

HIckerson, Franclne J., and Mlddleton, John. Helping Ppooie learn, a 
Module fgr Trainers. Honolulu: East-West Center, 1975. 

Hopkins, Donald. "Dracuncul lasls: an Eradlable Scourge." Epldemloiontr 
BfiyJfiliS, Vol. 5. Baltimore: Johns Hopkins University, 1983. 

'"93Ms, John D.. A T-alners Guide tn Anrfrflgr^gy Waltham: Data 
Education, Inc., 1973. 

'NTRAH. Teaching and Learninn with visual A ids; a Re«;ource Manual fr.j- 
Family Planning Trainers and Health Workerc; m Africa and the Mtridie 
Jtasl. Chapel HIH: Program for International Training In Health, 1984. 



-915- 



370 



Bibliography, Page 4 



Isely, Raymond B., and Parker, Kathleen A. Appircatton of Heai+h 
Education to Water Snnnlv and Sanita tion ProffiH^T tn Afrtl:I , ^jg^ 
Technical Rflport No. 15. Washington, D.C.: WASH, October, 1982. 

Joseph, FItzroy. Protein Calorie Maln..tri+inn Chapel Hill: Un Ivors Itv 
of North Carol Ina. ^ 

Jel I Iffe, Derrick B. Child Nut rition In nevetonlh9 Coiin+ri»q; a H^nrihnnk 

for Fleltl Worke rs. Washington, D.C.r T s. Ager^ for InteSlonal 
Development, 1969. 

Jel I Iffe, Derrick B. Infant Nutrition in +h« j^Hhtr^ ~ >ics and Trnnioc . 

Geneva: World Health Organization. irffp i r - ? . 

KIdd, Ross and Colletta, Nat, ed. Tradition for Develnpm«.n4-. indtn^nnnc: 
Structures and Folk Media in Non-Form;>i Fd..ra-Hnp Berlin: German 
Foundation for International Development and International Council for 
Adult Education, 1980. 

King, Maurice, ed. Medical Care In Devftiopinq iin,intrlf> ?: A «;vmnost..« 
■from Hakepfi. London: Oxford University Press, 1977. v,„„ru^iiim 

King, Maurice, King, Felicity, and Martodlpoero, Soebagyo. Pr Tmary nhud 
Care Book One; A Manual for Health Workars . Oxford: Oxford University 
Press, 1978. ' 

King, Maurice; King, Fellcltyj and Martodlpoero, Soebagyo, Nutrl-Hon for 
Develop I no Countries. Nairobi: Oxford University Press, 1972, 

IJ^i^Jti:, Jennifer. "Love Him and Mek Him Learn." New York: UNICEF, Issue 
119/1984. 

^^PPJ^'J' JP^"- Nutrition Rphfibilitfltlon , Its Prflctlcnl Approf i rh . London: 
TrI-Med Book Ltd., 1977. 

toK®' Diet for a, Small Planet. New York: Bal lantlne Books, 

ffiSiLi/voif-wJe: Gr;rm!^lg?!^;\i;^ 

^%6/ GLva:'uNrgEF, 'llgl!^^^''"" '''''' ' Assignment OhINr.n , Vol. 

/• ^" CgtWfMntty Participation. Assignment rhNHrft n, Vol. 

59/60. Geneva: UNICEF, Spring 1982. ' 

lllll 51; J't .**'"i^I"f°"' Water Treatment and .s^nt-h^-n^n London: 
Intermediate Technology Publications Ltd., 1979. 



371 

-916- 



Bib I tography. Page 5 



>€DEX. Primary Health Care Saria^. htonolulu: John A. Burns School of 
Medicine, 1983. 

Kausner, Judith S., and Bahn, Anita K. Epidemiology* An intrnHiip trrv 
Ie2S±. Phliadeiphia: W.B. Saunders Company, 1974. 

McMahon, Rosemary^ Barton, Elizabeth, and Plot, Maurice. On Being in 
Charge; A Guide for Hlddle-level Management in Primary Haalth n^p ft 
Geneva: World Health Organization, 1980. 

Horley, David. Paedlatrfc Priorities in the neveinping w^rirt London: 
Buttertrorths, 1973. 

^^l^"^ ^"^ Woodland, Margaret. See How They firn^, London: 
MacMIIIIan Press, Ltd., 1981. 

National Council for International Health. The Training and Snpnorf Q f 
Primary health Care Workers* Washington, D.C.: National Council for 
International Health, September, 1981. 

National Research Council. Opportuniti es for Control of nra^uncul la«:l«| . 
Washington, D. C: National Reasearch Academy Press, 1983. 

Parker, Robert L. "Oral Fluid Therapy In Diarrhea and Dehydration: 
Current Concepts and Practical Considerations." ICORT Prorfiflrif ngR- 
Washlngton, D. C: U.S. Agency for International Development, 1983. 

PATH. . Health Technolooy Dtrectlonsr Assessing N utritional «^+At» «; 
Seattle: PATH, Third Quarter, 1983. 

PATH. Health Technoloov Directions. Technologies for Prannanry . Seattle: 
PATH, First Quarter, 1984^ 

Peace Corps. CrQSS-Cuitural Training. Washington, D. C: Peace Corps. 
1981. 

Peace Corps. The Role of the Volimteer in Development. Washington, D. C: 
Peace Corps, 1981. 

Peace Corps. Third World Hotnen* Washington, D. C: Peace Corps, 1981. 

Peace Corps. Audlo-Vlsual/Comnmnlr atlons Teaching Aids Packet 

Supplementary Materials. Peace Corps Information Collection and Exchange 
Packet p-8, September, 1982. 

Peace Corps. A Trainer is Resourre Rit?riq. Washington, D.C.: Peace Corps, 
1983. 

Peace Corps. Bureaucratic Effectiveness and W orking with CoiintArpart s- 
Washlngton, D. C: Peace Corps, 1983. 

Population Communication Series. The Male Responslhinty Prnnramm e. 
Baltimore: Johns Hopkins University, 1984. 

Population Communication Series. "After Contraception: Dispel I Ing Rumors 
About Inter Chlldbearlng." Population RepoHs. Baltimore: Johns Hopkins 
Unlversl'^y, Sept.-Oct. 1984. 

-917- 372 



BIbi lography. Page 6 



Population Informatfon Series. "Oral Rehydration Therapy for Childhood 
diarrhea." pQpulatlon Reportfr. Baltlmores Johns Hopkins University, 
Nov.-Oec. 1980. ' 

Rtfkln, Susan B., ed. "Health: The Human Factor." Readings ?n Haaith ^ 
DevelopmQnt and Community Part Icf pat Ion . Geneva: The Christian Medical 
CoBiralsslon World Council of Churches, June, 1980. 

Ritchie, Jean. Manual on Child Development Family Life Niitrt-Hn^ . Ronie; 
FAG. 

Romanuccl-Ross, Lola, et. al. The Anthropology nf f tedlclnef From nnl+iira 

■to HethPd. New York: Praeger Pubi Ishers, 1983. 

Ross Laboratories, information Pspers Concerning Pregnanry. Papers 1, 2, 
4, 6, 7, 9, 11, 13-16. Columbus: Ross Leboratorles. 

Save the Children . Er Idol no the Gapi A Pa rticipatory Approach to Hpaif h 
and Nutrition Education* Westport: Save the Children, May, 1982. 

Scotney, Norman. Health Education: A Manual for Mftril cal Asslstan+c sp fl 
Other Rural Health Workers * Nairobi: African Medical and Research 
Foundation. February, 1983. 

Shedlln, Mlchele. Assignment of Body Ooneepts anri Beliefs Rfln«rritng 
Reproductive Physiology . Studies in Family Planning. Vol. 10, No. 11/12. 
Nov. -December, 1979. 

"Special Issue on Evaluation," World Fdncatlon Raport^. nq. 15. ^ew 
York: 1980. 

Srlnlvasan, Lyra. i^orkshOP Ideas for Family Plannin g Education . New 
York: World Education, 1975. 

Srlnlvasan, Lyra. Perspectives on Nonformal Adnit Learning . Boston: 
World Education, Inc., 1979. 

Staudt, Kathleen. Women In Rural Davel opmenti A Framework for Projflrt 
Design and Pol Icy-orlented Resftaroh, New York: Cornell University. 

Touchette, Paul, "Behavioral Analysis Appl led to Training Rural Health 
Care Providers In Honduras and the Gambia." ICORT Proceedings. 
Washington, D. C: Agency for International Development, June, 1983. 

Tweeten, L., and Brinkman, 6. Mlcropollt an Development: Theory ag^ 
Practice of Greater R»r>vl — Economic DevolQpm»i^+. /^s: Iowa State 
University, 1976. 

UNICEF News. Issue 114/1982/4, New York: UNICEF, 1982. 

UNICEF News, issue 118/19983/4, New York: UNICEF, 19r2. 

UNICEF. Project Support Communications Newsletter . tiQan Puppets Be 
Effective Communicators." New York. 



-918- 



Btbl iography. Page 7 



U.S. Department of Health and Human Services. Pretesting In Health 
Communications . Bethesda: National Cancer Institute, 1982. 

Vanderschmldt, L., et. al. Developing Competent Health Workers; A 
Handbook for Designing Educa tion and Training Programs > Boston: Boston 
University Center for Education Development In Health, htovember, 1981. 

Vanslntejan, Gllberte and Galloway, Florence, et. al. Tradltlgnai Birth 
Attendants' Tracing Guide fo r Rural Zaire. Washington, D. C: American 
College of MIdwIves, 1983. 

Vella, Jane Kathryn. Learning to Listen; A Guide to Methods of Adult 
Nonformal Fdiicatlon . Amherst: Center for International Educational 
Education, 1979. 

Walsh, Julia and Warren, Kenneth. "Selective Primary Health Care." 
Boston: New England Journal of Medlclne y Vol. 301. Boston: 1979. 

WASH. The Role of Participants and Beneficia ries In Water Supply and 
Sanitation Programs . Technical Report No.11. Washington, D. C. : WASH, 
December, 1981. 

Wash. A pplication of Healt h Education To Water Supply and Sanitation 

Projects In Africa . Technical Report 15. Washington, D. C: WASH, 1982. 

WASH. A Workshop Deslgsi For Latrine Construction. Technical Report No. 
25. Washington, D.C.: U.S. Agency for International Development. 

Water For the World. Technical Notes/ DIs. l.m.l, DIs l.m.2., DIs. 
2.m.l, DIs. 2.-m.5. Washington, D. C: U.S. Agency for International 
Development. 

Werner, David and Bower, Bill. Helping Health Workers Learn. Palo Alto: 
The Hesperian Foundation, 1982. 

Westlnghouse. Health Education St udy Draft Background Paper. Prepared 
for AID Office of Health. March, 1978. 

Wlleman, Ralph E. Exercises In Visual Thinking. New York: Hastings 
House, 1980. 

Williams and Jelllffe. Maternal and Child Health? Delivering the 
Services. 

World Federation of Public Health Association. Iinniunlzatlons. 
Washington, D. C: World Federation of Public Health, 1983. 



374 

-919- 



BI^I lography. Page 8 
Federation of Public Health Associations, July, 1983. 

World Health Organization. JJHQ Supervtsory ■g^m ^. nTreatment of 

Diarrhea." Geneva: World Health Organization, 1983. "^eatment of 

World Health Organization. M!!L_Suiiandsorv Sk!ii», inu»i*..i. 
Perforrance," fienevai ItorlJ Healt hT9an l "rtlon.'T983. "*»'t<"-I"S 

Korld Health Organization. He. Pniiri«. « or H««n-h crti mntlnn !n PrTmnni 
Hea l th Cnrfl . Geneva: World H^lth Orgaolz yfioo. Kay 13. 19S. 

0?gaSlzSliJI' "'■S'"""^'™- Comunltv Invo l vmnt . Geneva, World Health 

G?s:ja."r?d gg^^giizat iirfe ^ ^" " ^'^ 

Se^J HeaY?t'C?£iS"'™^ 

Sra="rfd aC"uat,«&^^ 

Xeal^h S^'a:?z2;??rii:iS?ia,'^?M«^ "-'^ 

iSL^iJettriJj een^r 'rrs-Heaith oMig.'^m!' .i s i 

World Health Organization. Dl«rrh»»^i n ua^^A rwrn ■ F-nmr l n- of Hosi+h 
E m i catlBn Hntftrlnh . Senev ar World Health Organ^^^^ '^^ 

s^id H^n^orStrunprn^-'^ '^ ^ 

ll°al?h S?|i:?za?^?;:'??;r- "° ^^'^"^^ "''"l^" ""^^^r . Geneva, World 

15«l?h o"?g°^:?za??2n:'fl?^r- "^"Ith. A T i m for ,l„^lro . Geneva: World 

Gra:*S:jfd Sai'g?j^n";zaty :g!^?4^r'" 



375 

-920- 



Bibliography, Page 9 



World Health Organization. "Oral Rehydration Salts (ORS) Formulation 
Containing Trisodtum Citrate." Diarrheal Disease Control Programme. 
Geneva: World Health Organization, 1984. 

WHO/UN I CEF. Primary Health Care . International Conference on Primary 
Health Care. Geneva-New York: 1978 

WHO/UN I CEF. Expanded Programme on Immunization. Training Course For 
Peripheral Health Workers. Geneva: 1983. 

WHO/UNICEF. "Joint Meeting on Infant and Young Child Feeding." World 
Health Forum . Geneva: World Health Organization, 1981. 

Yangnl-Angate, Antolne. "Understanding Traditional Medicine." Worlcj 
Health Forum . Geneva: World Health Organization, 1981. 

Yansherg, Ma and Eimendorf, Mary. Stragegy Paper No. II. How to ? New 
York: Draft Paper, 1964. 

Zeldenstein, Sandra, ed. "Learning About Rural Women." studies In Family 
£i£milQ9, Vol. 10, No. 11/12. Nov.-Dec., 1979. 

Zeltlln, Marian F., and Formaclon, Candelaria S,. Nutrition Intervention 

In Developing Countries^ Study II Nutrition Education. Cambridge: 

Oelgeschlager, Gunn & Hain, 1981. 



376 

-921- 



Since 1961 when the Peace Corps was created, wore than 80,000 U.S. citi- 
zens have served as Volunteers in developing countries, living and working 
among the people of the Third World as colleagues and co-workers. Today 
6000 PCVs are involved in programs designed to help strengthen local capa- 
city to address such fundamental concerns as' food production, water supply, 
energy development, nutrition and health education and reforestation. 



Peace Corps overseas offices: 



BELIZE 


ECUADOR 


MALI 


SOLOMON ISLANDS 


P.O. Box 4B7 


Casilla 635-A 




P.O. box 547 


Belize City 


Qu 1 to 


Box 564 


Honiara 


.BENIN 


FIOI 


MAURITANIA 


SRI -LANKA 


IP d7i 


FHT Box 1094 


BP m 


50/5 Siripa Road 


Cotonou 


Suva 


Nouakchott 


Colombo 5, 








Sri Lanka 




GABON 


MICRONESIA 




BOTSWANA 


BP 2098 


P.O. Box 9 


SUDAN 


P.O. Box 93 


Libreville 


Kolonia, Ponape 


Djodi Deutsch 


6aborone 




F.S.M. -96941 


Administrator/PCV's 








c/o American Embassy 


BURKINA FASO 


GAMBIA. The 


MOROCCO 


Khartoum 


BP 537-Samandin 


P.O. Box 582 


1, Zanquat 


Ouagadougou 


Banjul 


Benzerte 


SWAZILAND 




Rabat 


P.O. Box 362 


BURUNDI 






Mbabane 


c/o American 


GHANA 


NEPAL 




Embassy 


P.O. Box 5796 


P.O. Box- 613 


TANZANIA 


Bujumbura 


Accra (North) 


Kathman<iu 


Bo;^ 9123 








Dar es Salaam 


CAMEROON 


GUATEMALA 


NIGER 




BP 817 " 


6a Avenida 1-46 


BP 10537 




Yaounde 


Zona 2 


Niamey 


THAILAND 




Guatemala 


42 toi 


CENTRAL AFRICAN 




PAPUA NEW GUINEA 


Somprasong 2 


REPUBLIC 


HAITI 


P.O. Box 1790 


Petchburi Road 


BP lO&O 


c/o American 


Boroko 


Bangkok 4 


Bangui 


Embassy 


Fort Moresby 




Port-au-Prince 


TOGO 


COSTA RICA 




PARAGUAY 


BP 3194 


Apartado Postal 


HOHDURAS 


C/o American 


Lome 


1266 


Apartado Postal 


Embassy 




San Jose 


C-Sl 


Asuncion 


TONGA 




Tegucigalpa 




BP 147 


DOMINICAN REPUBLIC 


PHILIPPINES 


NuVu'Alofa 


Apartado Postal 


JAMAICA 


P.O. Box 7013 




1412 


Musgrove Avenue 


Manila 




Santo Domingo 


Kingston 10 




TUNISIA 


RWANDA 


BP 96 




KENYA 


c/o American 


1002 Tunis- 


EASTERN CARVBBEAN 


P.O. Box 30518 


Embassy 


Belvedere 


Including: Antigua, 


Nairobi 


Kigali 


Tunis 


Barbados, Gcenada, 






Hontserrat, St. 


LESOTHO 


SENEGAL 


WESTERN SAMOA 


IC1tts-Nevis,St< 


P.O. Box 554 


BP 254 


Private Mail Bag 


Lucia, St. Vincent,. 


Maseru 


Dakar 


Apia 


DoRlnIca "Erin ' 






Court* Bishops 


LIBERIA 


SEYCHELLES 


YEMEN 


Court Hin 


Box 707 


BP 697 


P.O. Box 1151 


P.O. Box 696-C 


Monrovia 


Victoria 


Sana'a 


Bridgetown, Barbados 










MALAWI 


SIERRA LEONE 


ZAIRE 




^ox Z08 


Private Hail Bag 


W~B97 




Lilongwe 


Freeto><n 


Kinshasa 



377 



